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Interpersonal Distress and Interpersonal Problems Associated with Depression  
Bonita Schneider 
 
 A relationship between interpersonal functioning and depression has been suggested by 
theorists and empirical studies. However, there are a limited number of studies focusing 
specifically on the association between depression, interpersonal distress, and interpersonal 
problems as assessed by the Inventory of Interpersonal Problems-32 (IIP-32). The present study 
investigates under-explored or overlooked aspects of the literature that outline this relationship. 
 Initially, the study set out to examine interpersonal markers of depression in a sample of 
170 individuals seeking psychoanalytic or psychodynamic treatment. A unique aspect of this 
study is that the examination of depression involved categorizing individuals as depressed based 
on either categorical Structured Clinical Interview for DSM-IV Disorders (SCID) or severity 
measures Hamilton Rating Scale for Depression (HRSD) and Quick Inventory of Depressive 
Symptamotology (QIDS).  
 A correlation was found between depression severity (assessed by the HRSD and QIDS) 
and overall interpersonal distress and 6 of the 8 interpersonal problems. We further demonstrated 
that irrespective of the measure used to define depression, depressed individuals had greater 
overall interpersonal distress than non-depressed individuals. Depressed individuals also had 
significantly higher scores on several of the IIP subscales (too aggressive, too dependent, too 
caring, hard to be sociable, hard to be involved, and hard to be assertive). The gender analyses 
suggested that men had significantly more interpersonal distress than women and that men and 
women had significantly different scores on the hard to be supportive and hard to be involved 
subscales (scores were higher for men) as well as the too aggressive sub scale (scores were 
  
higher for women). Across our initial analyses we found that interpersonal distress also difered 
based on PD severity. Although both depression and PD severity were significantly associated 
with interpersonal distress, these independent variables did not interact. We attributed this to 
comorbidity between depression and Axis II pathology, correlation between measures and the 
fact that each variable had several levels. We therefore conducted secondary analyses by 
subdividing and recategorizing the sample into new groups based on both depression and Axis II 
diagnoses. Results revealed that individuals who were diagnosed with both depression and at 
least one PD had the greatest amount of interpersonal distress relative to those with one or 
neither of the disorders (depression or PD). When focusing on depression, gender, and 
interpersonal functioning, results indicated an absence of gender differences. Men and women 
with a comorbid personality disorder did not differ in interpersonal distress and had significantly 
greater interpersonal impairment than men or women who were solely depressed. Furthermore, 
solely depressed men and women did not differ in interpersonal distress.  
In terms of the subscale analyses the depressed group with comorbid Axis II pathology 
had greater distress related to a number of interpersonal problems: hard to be sociable, hard to be 
assertive, too aggressive, too dependent, hard to be involved, and too caring. There were several 
further group differences that were particularly salient. Depressed and non-depressed individuals 
(free of Axis II pathology) did not differ on any of the IIP subscales. However, the exclusively 
depressed group differed from the depressed group with PD on four subscales (hard to be 
sociable, hard to be assertive, too aggressive, and too dependent). Focusing solely on Axis II 
pathology, in the absence of depression, individuals with a PD and no depression had 
significantly more distress than individuals with no PD and no depression on several subscales 
(hard to be sociable, hard to be involved, too dependent, and hard to be assertive). Moreover, on 
these subscales, we saw that this PD group behaved similarly to the comorbid group (i.e. 
  
depressed with PD) as both differed from the healthiest group (i.e. non-clinically depressed 
without PD). However, the comorbid group had higher mean scores. These findings suggest that 
depression may not be associated with a pattern of interpersonal distress, however Axis II 
pathology might be. Although there is variability in group differences, what is consistent is that 
the comorbid group had greater interpersonal distress. For individuals who are depressed, the 
presence of Axis II pathology seems to increase the severity of interpersonal problems. 
 Results from the analyses of the subscales comparing men and women provide further 
evidence that interpersonal functioning is most problematic in the context of comorbidity. A 
consistent finding when examining the group of depressed men is that men with PD had 
significantly greater interpersonal distress on all of the subscales related to social interaction and 
connection (i.e. hard to be involved, hard to be supportive, hard to be sociable, and hard to be 
assertive). Women with PD had significantly greater interpersonal distress related to being too 
aggressive than depressed men with PD. Furthermore, both depressed men and depressed women 
with PD had significantly greater distress than depressed women without PD on the too 
dependent subscale.  
 In addition, the current study also found that individuals who over-reported their 
depressive severity relative to the clinician (defined as a higher score on the QIDS than on the 
HRSD) had significantly greater odds of having a Cluster B personality disorder, moderate 
interpersonal distress, and moderate or severe anxiety. 
In summary, the initial difference between depressed and non-depressed individuals and 
depressed men and women in terms of overall and specific interpersonal distress became more 
nuanced when Axis II pathology was considered. Results consistently suggest that interpersonal 
distress is most exacerbated by comorbidity. The study concludes with a discussion of study 
limitations and directions for future research. 
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Chapter One: Introduction 
 The broad aim of the current study is to examine the association between interpersonal 
problems and depression in a sample of individuals seeking psychoanalytic and psychodynamic 
treatment. An interpersonal problem refers to a particular kind of relational difficulty that 
characterizes an individual’s typical functioning in interpersonal situations (Horowitz, 2004). 
There is a growing interest in the construct of interpersonal problems as researchers and 
clinicians have become more attuned to the importance of interpersonal factors in 
psychopathology and its treatment (Gurtman & Lee, 2009).  
 Interpersonal problems are common among patients who suffer from mental disorders 
(Horowitz, 1979; Horowitz & Vitkus, 1986) and have been linked to the following psychological 
difficulties: bulimia (Hopwood, Clarke and Perez, 2007; Ambwani & Hopwood, 2009), binge 
eating (Ansell, Grilo & White, 2012; Duchesne et al., 2012), anorexia nervosa (Carter, Kelly & 
Norwood, 2012), body dysmorphic disorder (Didie, Loerke, Howes & Philips, 2012), prodomal 
schizophrenia (Mondrup & Rosenbaum, 2009), social phobia (Alden & Philips, 1990, Katchin, 
Newman & Pincus, 2001; Stangier, Esser, Leber, Risch, & Heidenreich, 2006, Cain, Pincus & 
Holtforth, 2010), generalized anxiety disorder (Eng and Heimberg, 2006; Salzar, et al., 2008; 
Przeworski et al., 2011), alexithymia (Spitzer, Siebel, Barnow, Grabe, & Freyberger, 2005), 
perfectionism (Slanley, Pincus, Uliaszek, & Wang, 2006), Axis II pathology (Soldz, Budman, 
Demby & Merry, 1993; Stern, Kim, Trull, Scarpa & Pilkonis, 2000; Scarpa et al., 1999), and 
depression  (Vittengl, Clark, & Jarrett, 2003; Stangier, Esser, Leber, Risch & Heidenreich, 2006; 
Barrett & Barber, 2007; Pearson, Watkins & Mullan, 2010).  
 The current research on the relationship between depression and interpersonal problems is 
limited. This is despite the prevalence of unipolar depression in the United States. Major 
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depressive disorder affects approximately 14.8 million American adults, or about 6.7 percent of 
the U.S. population of age 18 and older in a given year (Kessler, Chiu, Demler, Walter, 2005; US 
Census Bureau) and is the leading cause of disability for ages 15-44 (World Health Organization, 
2008). Dysthymic disorder affects approximately 1.5 percent of the U.S. population of age 18 
and older annually, which translates to about 3.3 million American adults (Kessler, Chiu, 
Demler, Walter, 2005; US Census Bureau, 2004).  
  The fact that the relationship between depression and interpersonal problems has been 
relatively overlooked is surprising given that, from a theoretical standpoint, investigators have 
distinguished between different subtypes of depression, with one subtype being organized around 
interpersonal issues (i.e. dependency, helplessness, and feelings of loss and abandonment) and 
another being organized around non-interpersonal problems related to issues of self-definition 
(i.e., autonomy, self-criticism, and feelings of failure and guilt). For example, Beck (1983) 
proposed two relatively stable personality dimensions—sociotropy and autonomy—that relate to 
an individual’s vulnerability to depression. These two dimensions are conceptualized in the 
following manner. Sociotropy is regarded as a combination of beliefs, behavioral dispositions, 
and attitudes that draw an individual to attend to and depend on others for personal satisfaction. 
Sociotropy can be characterized by an individual’s emphasis on interpersonal interactions 
involving intimacy, sharing, empathy, understanding, approval, affection, protection, guidance, 
and help. Individuals who are sociotropic tend to place importance on seeking approval from 
others and on trying to avoid disapproval from others as much as possible. In contrast, autonomy 
is a combination of beliefs, behavioral dispositions, and attitudes that predispose individuals to 
invest energy in themselves for their own sense of uniqueness, mastery over bodily functioning, 
and control over their environment. Autonomy can be characterized as an individual’s emphasis 
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on individuality, self-reliance, and a sense of power to do whatever they want to do. Individuals 
who are autonomous tend to place great importance on self-definition and personal goals, which 
includes a tendency to emphasize their own needs and rights.  
 According to Beck (1983), individuals who have a high level of either sociotropy or 
autonomy will be vulnerable to depression when faced with a threat or loss in a domain 
corresponding to their specific type of individual investment. For example, a loss of a significant 
person in an individual’s life may lead to depression in a sociotropic individual, but would be 
less likely to have such an effect in an autonomous individual. On the other hand, repeated 
failure in performing a personal task may be more likely to lead to depression in an autonomous 
individual than in a sociotropic individual.  
 In addition to vulnerability differences, Beck, Epstein, and Harrison (1983) suggested that 
depressed individuals who are high in sociotropy differ in symptom presentation from depressed 
individuals who are high in autonomy. The symptoms of a depressed sociotropic person include 
behaviors such as: requests or demands for help, dwelling on loss of gratification, crying, and 
concern about personal attractiveness and other social attributes. Depressed sociotropic persons 
also display greater optimism about benefits of help, temporary responsiveness to reassurance 
and support, lability of mood, greater reactivity to positive and negative events, and reports of 
sadness. The symptoms of a depressed autonomous person include characteristics such as: self-
criticism, loss of interest in, and withdrawal from, other people, feelings of guilt, decreased 
probability of crying, and decreased probability of voluntarily seeking help. Other characteristics 
of depressed autonomous individuals are: low reactivity to positive or negative events, a 
depressed mood that is unremitting, and greater pessimism about being helped. They attribute 
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present difficulties to their own personal deficiencies and are concerned about their inability to 
function.  
     Similarly, Blatt (1974) distinguished between individuals with anaclitic or introjective 
depression. Anaclitic, or dependent, depression is characterized by a dysphoric tone stemming 
from feeling unloved, unwanted, neglected, and abandoned. The individual expresses a childlike 
dependency, has little capacity for frustration, and desires to be fed, comforted, and soothed in a 
direct and immediate fashion. This formulation of a dependent (or anaclitic) type of depression 
(Blatt, 1974) is similar to Beck's (1983) formulation of sociotropy. Blatt’s (1974) 
conceptualization of introjective, or self-critical, depression is similar to Beck’s (1983) 
autonomous depression. Introjective depression is typified by "punitive, harsh, relentless feelings 
of self-doubt, self-criticism, self-loathing, blame, guilt, and depression . . . Involvement in 
activities is designed to compensate for feelings of inferiority, worthlessness, and guilt" (Blatt & 
Shichman, 1983, p. 205). The patient usually has excessive ideals, a harsh superego, a constant 
drive to perform and achieve, and an associated guilt and shame over not having lived up to 
expectations, reflecting a harsh and critical parent figure whose attitudes have been internalized 
(introjected). Efforts are concentrated on achievement in order to gain approval and to 
compensate for feelings of failure and inadequacy such that the capacity for enjoyment is 
impaired (Blatt, 1974).  
 While Beck (1983) and Blatt (1974) have proposed a sub-type of depression triggered by 
interpersonal difficulty, each sub-type has different interpersonal manifestations of either seeking 
out (sociotropy and anaclitic) or withdrawing from others (autonomous and introjective).   
 There have also been a number of studies that have demonstrated an association between 
depression and overall interpersonal distress and specific interpersonal problems. For example, 
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prior studies found that, relative to normative samples, depressed individuals had significantly 
greater distress related to interpersonal problems in general (Stangier, Esser, Leber, Risch, & 
Heidenreich, 2006; Barrett & Barber, 2007). Depressed groups have also been found to have 
significantly greater distress in relation to several specific interpersonal problems, such as being 
socially avoidant/inhibited (Stangier et al., 2006; Barrett & Barber, 2007), non-assertive 
(Stangier et al., 2006; Barrett & Barber, 2007), exploitable (Stangier et al., 2006; Barrett & 
Barber, 2007), overly nurturant (Stangier et al., 2006; Barrett & Barber, 2007), cold/distant, and 
vindictive (Barrett & Barber, 2007). Interpersonal problems have been identified as predictive of 
the course of depression.  Markowitz and colleagues (1996) found that when controlling for 
baseline HDRS (Hamilton Depression Rating Scale) scores that baseline overall IIP scores 
negatively correlate with patients’ responses to psychopharmacological treatment (desipramine) 
following 10 weeks of treatment. That is to say that higher (worse) baseline overall IIP scores 
were associated with a lower rates of treatment response. 
 From both a theoretical and empirical standpoint, there appears to be an interpersonal 
dimension to depression in which interpersonal patterns influence the presentation and course of 
the disorder. However, the current Diagnostic and Statistical Manual of Mental Disorders (DSM-
IV; American Psychiatric Association, 1994) criteria for Major Depressive Disorder (MDD) and 
dysthymia focus on vegetative, cognitive, and affective symptoms, largely ignoring interpersonal 
functioning. Identifying patterns of rigid, maladaptive responses to interpersonal situations (i.e. 
hostility or submissiveness) that strongly associate with depression could augment our 
understanding and treatment of the disorder (Carson, 1996; McLemore & Benjamin, 1979; 
Millon, 1991). For example, a depressed patient with a high degree of difficulty being assertive 
may be more responsive to interpersonal therapy, whereas a depressed individual struggling with 
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social avoidance may find cognitive behavioral therapy more helpful. Consequently, a broad aim 
of the current study is to provide further clarification regarding the profile of interpersonal 
problems that are associated with depression. 
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Chapter Two: Literature Review 
The current study focuses on interpersonal difficulty associated with depressive disorders (i.e. 
major depression disorder and dysthymia). The following literature review highlights particularly 
salient studies with findings relevant to this research objective.  
 
Correlation Between Interpersonal Distress and Depression  
 Within a clinically depressed group of patients, symptom severity has been found to be 
associated with interpersonal distress. Barrett and Barber (2007) recruited 104 MDD patients (55 
men and 85 women) and produced Pearson correlations between the Inventory of Interpersonal 
Problems-64 (IIP-64, Horowitz, Alden, Wiggins & Pincus, 2000) and a self-report and clinician-
rated measure of depression severity. These researchers found that reports by MDD patients of 
interpersonal distress (defined as elevations on the IIP-64) were significantly correlated with 
both the Beck Depression Inventory (BDI) and Hamilton Rating Scale for Depression (HRSD).  
 Pearson, Watkins and Mullan (2010) examined the correlation between specific 
interpersonal problems and depressive symptoms assessed using the BDI. One hundred and three 
study participants were recruited either from a primary care service for depression (n = 25) or 
from the wider community (n = 78). The aim of the recruitment strategy was to maximize the 
variance of depressive symptoms, rumination, and social functioning impairment in the sample. 
Nearly two-thirds were either currently depressed or had a past history of major depression. The 
heterogeneous sample used in the study completed self-report measures assessing depressive 
symptoms, brooding, reflection, rejection sensitivity, and maladaptive interpersonal behaviors 
(including the IIP-64) at baseline and six months later. In their preliminary analysis they found 
that Time 1 (baseline) brooding, reflection, rejection sensitivity, needy interpersonal styles 
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(consisting of the IIP-64 intrusive-needy and domineering sub-scales and excessive reassurance 
seeking), cold interpersonal style (consisting of the IIP-64 cold, vindictive, and socially inhibited 
sub-scales), and submissive interpersonal style (incorporating the IIP-64 sub-scales, concerned 
with overly-accommodating, non-assertive, and self-sacrificing behaviors) were all significantly 
positively correlated with Time 1 (baseline) and Time 2 (6 month post baseline) depressive 
symptoms (BDI).  
 In terms of the literature, only the aforementioned studies have examined the correlation 
between depression and interpersonal behaviors. Barrett and Barber (2007) found a positive 
correlation between overall interpersonal distress and depression, which was assessed using self-
report and clinician-rated measures of depression severity. Pearson and colleagues (2010) found 
a positive correlation between BDI-assessed depression and a number of specific interpersonal 
behaviors (i.e. intrusive-needy, domineering, cold/vindictive, socially inhibited, overly-
accommodating, non-assertive, and self-sacrificing). However, it is important to note that these 
different interpersonal behaviors were clustered together to create three interpersonal styles (i.e. 
needy, cold, and submissive). Consequently, we do not know whether specific interpersonal 
behaviors differ in their correlations with depression. Perhaps by considering each interpersonal 
behavior individually, a more nuanced view of their relationship with depression will emerge. 
The current study will seek to confirm the correlation between interpersonal distress and 
depression, which will be evaluated using both self-report and clinician-assessed measures. 
Furthermore, this study will investigate the correlation between specific interpersonal behaviors 
and depression, thereby providing a more nuanced view of this relationship than currently exists 
in the literature.  
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Interpersonal Distress and Interpersonal Problems Associated with Depression 
 A number of studies have considered whether overall interpersonal distress and specific 
interpersonal problems are associated with depression. Alden and Phillips (1990) compared 
depressed and socially anxious individuals. Four hundred and sixty-five undergraduate university 
students participated in the study. Individuals were assigned to one of four groups based on their 
scores on the Social Avoidance Distress Inventory (SAD) and the BDI. There were three 
subgroups representing different combinations of depression and social anxiety: socially anxious 
without depression (S) (SAD ≥ 16; BDI ≤ 9), depressed but not socially anxious (D) (SAD ≤ 9; 
BDI ≥ 17), socially anxious and depressed (SD) (SAD ≥ 16; BDI ≥ 17). Subjects who received 
scores below the mean on both the SAD and the BDI served as the control group (C) (SAD ≤ 9; 
BDI ≤ 9). Subjects completed a battery of questionnaires that included the BDI, the SAD, and 
the 127 item IIP (IIP-127, Horowitz, 1979). The four groups were compared in terms of the eight 
IIP-127 sub-scales (domineering, vindictive, cold, socially avoidant, nonassertive, exploitable, 
overly-nurturant, and intrusive), each of which represent a specific interpersonal problem. The 
only difference between the depressed group and the control group was on the domineering sub-
scale. Depressed subjects perceived themselves to have fewer problems with domineering others 
than did control subjects. In terms of the literature, Alden and Phillips’ (1990) finding that there 
was no distinct pattern of interpersonal problems associated with depression is unique. The 
researchers note that their results may be attributable to the fact that the depressed individuals 
were selected on a single, self-report measure of depression and were not based on diagnostic 
criteria. Furthermore, study participants consisted of undergraduate university students, thus a 
more distinctive pattern of interpersonal problems might emerge in a clinical sample. Indeed, 
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several studies involving clinical populations have contradicted Alden and Phillip’s (1990) 
findings. 
 Stangier and colleagues (2006) used the German version of the IIP-D (Horowitz, Strauss &  
Kordy, 2000) to compare the interpersonal problems of outpatients with unipolar depressive 
disorders (n = 50) and social phobia (n = 50) to a normative data sample representative of the 
general German population (n = 1,332) (Horowitz, Alden, Wiggins, & Pincus, 2000). The 
clinical sample consisted of 100 participants seeking treatment at an outpatient psychotherapy 
department. Participants met DSM-IV criteria for social phobia (SP; n = 50) or unipolar 
depressive disorder (DD; n = 50), including major depressive disorder (n = 35) and dysthymia (n 
= 15). Diagnoses were based on the Structured Clinical Interview for DSM-IV (SCID). When 
IIP-D scores for the depressive disorders sample were compared to normative data (Horowitz et 
al., 2000) from a sample representative of the German population (n = 1332), the depressive 
disorder sample showed a significantly higher overall IIP mean score and significantly higher 
scores on the sub-scales, socially avoidant, non-assertive, exploitable, and overly nurturant 
(Stangier et al., 2006).  
 Barrett and Barber (2007) also compared patients with MDD to a normative sample in 
terms of interpersonal distress and interpersonal problems. Their study involved 141 patients 
with MDD (diagnosed with the SCID) who were participating in an ongoing randomized clinical 
trial of treatment for depression. Patients completed the IIP-64 (Horowitz et al., 2000). 
Consistent with Stangier and colleagues’ (2006) findings, the researchers found that, compared 
to a normative data sample of 800 adults representative of the U.S. population (Horowitz et al., 
2000), MDD patients had significantly higher overall interpersonal distress. They also found that 
a number of interpersonal problems were characteristic of a depressed population. Subjects with 
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MDD reported significantly greater levels of distress in the areas of social inhibition-avoidance, 
non-assertiveness, being cold or distant, and being vindictive.   
 Pearson et al., (2010) hypothesized that a submissive interpersonal style (incorporating the 
IIP-64 sub-scales concerned with overly-accommodating, non-assertive, and self-sacrificing 
behaviors) would prospectively predict increased depressive symptoms six months after baseline 
assessment. They also hypothesized that brooding would mediate the effect of the submissive 
interpersonal style on depressive symptoms. One hundred and three study participants were 
recruited either from a primary care service for depression (n = 25) or from the wider community 
(n = 78). The aim of the recruitment strategy was to maximize the variance of depressive 
symptoms, rumination, and social functioning impairment in the sample. Nearly two-thirds were 
either currently depressed or had a past history of major depression. The heterogeneous sample 
used in this study completed self-report measures assessing depressive symptoms, brooding, 
reflection, rejection sensitivity, and maladaptive interpersonal behaviors (including the IIP-64) at 
baseline and six months later. Following a series of hierarchical regression analyses that 
controlled for baseline depression and gender, Pearson and colleagues (2010) found that only the 
submissive interpersonal style (incorporating the IIP-64 sub-scales concerned with overly-
accommodating, non-assertive and self-sacrificing behaviors) significantly predicted depression 
at the sixth month assessment. It appears that the interpersonal problems related to being overly-
accommodating, non-assertive, and self-sacrificing that made up the researcher’s definition of a 
submissive interpersonal style increased vulnerability for depression. The researchers found that 
brooding did not mediate the effects of the submissive interpersonal style on subsequent 
depression.  
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Interpersonal Distress and Depression in Remission  
 Markowitz and colleagues (1996) administered the 127 item IIP (IIP-127, Horowitz, 
Rosenberg, Baer, Ureno & Villasenor, 1988) during a desipramine study at intake and after a 10-
week acute treatment trial. Treatment responders were again administered the IIP-127 after a 16-
week continuation phase. The researchers hypothesized that chronically depressed subjects 
whose depression remitted would report improved social competence following acute 
desipramine treatment and that IIP-127 scores would normalize after six months. The utility of 
the IIP-127 to predict treatment outcome was also explored. The sample consisted of 39 
depressed subjects. Forty-one percent (n = 16) of the sample met criteria for pure depression, 
51% (n = 20) met criteria for double depression (dysthymia with superimposed major 
depression), and 8% (n = 3) for chronic major depression. HRSD mean scores dropped 
significantly from 21.1 (SD = 7.0) during pretreatment to 8.1 (SD = 6.8) at week 10. Nineteen 
subjects were rated as remitters, 10 partial remitters, and 10 non-responders. Whereas non-
responders showed no IIP-127 change, the overall interpersonal distress of responders (partial 
and full) decreased during this brief antidepressant trial. Improvement was observed across all 
sub-scales. For both full and partial responders, all six of the assessed interpersonal problems 
(i.e. assertiveness, sociability, intimacy, responsibility, submissiveness, and controlling) 
improved at 10 weeks. Interestingly, at baseline full remitters had a trend toward lower scores. 
This difference became significant after acute treatment. The finding that IIP-127 score changes 
correlated with changes in HDRS scores suggests that interpersonal problems are more acute 
when individuals are depressed and in turn improve with the remission of depression. Unlike 
other studies investigating depression and interpersonal problems, which have defined 
depression as either entirely absent or present, the study by Markowitz and colleagues (1996) 
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considered depression in both full and partial remission. Given that this is an isolated study, 
further investigation of depression in remission and interpersonal problems is warranted. 
Consequently, when examining the association between depression and interpersonal problems, 
the current study will compare not only depressed individual and non-depressed individuals, but 
will also look at individuals with depression in remission. 
 Few studies have directly examined the interpersonal patterns associated with depressed 
patients. Although Alden and Philips (1990) found no distinct pattern of interpersonal problems 
associated with depression, this was not the case when investigating clinical populations. To 
summarize, Stangier and colleagues (2006), Barrett and Barber (2007), and Pearson and 
colleagues (2010) found that depression was associated with elevated overall interpersonal 
distress. Regarding specific interpersonal problems, the studies all found a relationship between 
depression and difficulty being assertive. Furthermore, there is agreement between Stangier and 
colleagues’ (2006) and Barrett and Barbers’ (2007) findings that social avoidance and depression 
are related. While the Stangier and colleagues’ (2006) and Pearson and colleagues’ (2010) results 
suggest that depressed individuals have interpersonal problems related to being 
exploitable/overly accommodating and overly nurturant/self-sacrificing. It is worth restating that 
a limitation of Pearson and colleagues (2010) study was that interpersonal problems were not 
examined in isolation. Only Barrett and Barber’s (2007) study found that depressed individuals 
had interpersonal problems related to being cold/distant and vindictive. Barrett and Barber 
(2007) suggest that these findings may be related to the relatively large percentage of patients 
(68%) in the study with comorbid anxiety disorders. Consequently, there is a relative lack of 
agreement in the literature regarding the pattern of interpersonal distress associated with 
depression. The current study seeks to provide further clarification of this.  
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 Interpersonal Distress Associated with Anxiety and Axis II Pathology 
Although the current study focuses on depression, it is important to note that two 
psychiatric conditions highly comorbid with depression are also independently related to 
interpersonal distress. The high rate of comorbidity between depression and anxiety (Gorman, 
1997; Barkish, 1999; Rapport, 2001) and depression and Axis II pathology (Clark, Watson, & 
Reynolds, 1995; Skodol, 1999; Craighead, 1995) has been well established and there is a body of 
literature indicating patterns of interpersonal distress associated with anxiety disorders (e.g. 
generalized anxiety disorder and social phobia) and Axis II pathology.  
Anxiety. Interpersonal functioning is the most common worry topic for patients with 
generalized anxiety disorder (GAD; Breitholz, Johansson, & Ost, 1999; Roemer, Molina, & 
Borkoves, 1997) and individuals with GAD view themselves as less effective in interpersonal 
relationships than others (Eng & Heimberg, 2006; Erikson & Newman, 2007). Research 
involving the IIP has shown that GAD patients score higher than controls on several 
interpersonal problems. Eng and Heimberg (2006) found that undergraduate psychology students 
who met criteria for GAD had greater severity of global interpersonal problems (IIP-64) than 
control participants and were more distressed by problems of non-assertiveness, over-
accommodation, self-sacrificing behaviors, and intrusiveness or neediness. A limitation of Eng 
and Heimberg’s (2006) study was that they did not control for depression, however a study by 
Barrett and Barber (2007) did. When these researchers compared 118 MDD patients to 23 MDD 
patients with concurrent GAD they found that the comorbid group had significantly more 
distress related to vindictive and intrusive interpersonal problems (assessed by the IIP-64) than 
MDD patients without GAD.  
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 Salzar and colleagues (2007) investigated whether interpersonal problems (assessed by the 
IIP-64) cluster in individuals with GAD and found that individuals with GAD had one of four 
interpersonal subtypes: intrusive, exploitable, cold, and non-assertive. The variation in 
interpersonal dysfunction within this homogenous diagnostic group was not due to differences in 
gender, comorbid mood and anxiety disorders, or severity of anxiety and mood symptoms. 
Przeworski and colleagues (2011) conducted a similar study to overcome a limitation of Salzar et 
al.’s (2007) study, particularly the exclusion of individuals who met criteria for borderline 
personality disorder or any Cluster A personality disorder. Across two studies conducted by 
Przeworski and colleagues (2011), they replicated the findings of Salzar and colleagues (2008) as 
they also found evidence of the same four interpersonal subtypes (i.e. intrusive, exploitable, cold, 
and non-assertive) among individuals with GAD. The individuals characterized by each of these 
subtypes did not differ on severity of anxiety or depression, attachment variables, or Axis I 
comorbidity (with the exception of social phobia). The strong emergence of these four clusters of 
interpersonal problems in individuals with GAD suggests that although GAD is categorized as a 
single Axis I disorder in the DSM-IV, it has a significant amount of reliable, within-group 
variation in interpersonal functioning.  
 However, it is important to note that Przeworski and colleagues (2011) found a significant 
difference in rates of social phobia across interpersonal subtypes of individuals with GAD. Of 
those individuals with GAD who had difficulty with non-assertive interpersonal behavior, 90% 
also met criteria for social phobia. This difference is likely due to symptoms of social phobia 
revolving around fear and avoidance of interacting with or being the focus of attention of other 
people (Alden & Phillips, 1990; Kashdan, McKnight, Richjey, & Hoffmann, 2009; Stangier and 
colleagues, 2006). Indeed, several studies have found that socially phobic individuals in a non-
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clinical student sample and an outpatient psychotherapy sample reported interpersonal problems 
with non-assertiveness and submission (Cain, Pincus, & Grosse, 2010, Kachin, Newman & 
Pincus, 2001, Alden and Philips, 1990).  
 The overwhelming majority (90%) of GAD individuals who were categorized as having 
difficulty with non-assertive interpersonal behavior also met criteria for a personality disorder, 
specifically avoidant personality disorder (75%). This finding is consistent with the research that 
suggests a relationship between Axis II pathology and interpersonal distress, as will be discussed 
below.    
 Personality disorders. A defining aspect of Axis II pathology is dysfunctional 
interpersonal behavior and interpersonal distress. In the DSM-IV, 45% of the diagnostic criteria 
for personality disorders are dysfunctional interpersonal behaviors (Przeworski et al., 2011) and 
the DSM-IV requires that any personality disorder, regardless of type, result in interpersonal 
impairment or subjective distress.  
PD patients have been found to have worse interpersonal functioning than individuals 
without PD (Johnson et al., 2000; Noren et al., 2007). The interpersonal behavior of individuals 
with diagnosed personality disorders appears to be more intense (e.g. behavior exhibited to an 
extreme, as opposed to a moderate degree) and rigid (e.g. individuals stick to one or a few types 
of interpersonal behavior while excluding more adaptive forms of interpersonal behavior) than 
that of individuals without an Axis II diagnosis (Sim, 1990).  
Different PD’s (e.g. paranoid, borderline, avoidant, dependent, and obsessive-
compulsive) do not appear to differ in overall interpersonal distress (Wilberg, Karterud, 
Pedersen, & Urnes, 2009). Studies related to the development of the Inventory of Interpersonal 
Problems-Personality Disorder Scale (IIP-PD), a measure derived from the original pool of IIP 
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items, have found evidence of a single latent contrast of interpersonal dysfunction that represents 
general personality pathology (Pilkonis, Kim, Proietti, & Barkham, 1996; Yookyung, Pilkonis & 
Barkham, 1997; Stern et al., 2000). Clifton, Turkheimer and Oltmans (2005) found that self-
reported PD traits were highly related to maladaptive interpersonal behavior, explaining more 
than a third of the variance in the IIP-64 scales (Horowitz et al., 2000). Furthermore, he found 
that the relationships among peer-reported scales were even more robust than those of self-
reports, with scores on the Peer Inventory of Personality Disorders explaining nearly two-thirds 
of the variance in IIP-64 scales.  
For specific interpersonal problems, research suggests that these do not clearly map onto 
the DSM-IV diagnostic categories for personality disorders. Rather, studies have found that 
interpersonal problems tend to cluster in subjects with PD. Four main categories of interpersonal 
problems in PD have been identified: social anxiety/inhibition (i.e. feeling inferior, inhibited, and 
anxious in social interactions), interpersonal sensitivity (i.e. heightened sensitivity to rejection), 
interpersonal hostility (i.e. aggression and exploitation), and social avoidance (i.e. a lack of 
interest in relationships and mistrust of others) (Clifton, Turkheimer, & Oltmans, 2005; Kim et 
al., 1997; Nestadt et al., 2006; Sheets, 2009). Furthermore the research literature suggests that 
individuals who meet criteria for a Cluster C personality disorder can be differentiated from 
those that do not in terms of interpersonal problems related to a lack of sociability (Pilkonis et 
al., 1996; Kim et al., 1997). Furthermore, Lesing, Rehbein, and Eckardt (2009) found that the 
socially inhibited sub-scale of the IIP-64 is the only necessary predictor of this group of 
personality disorders. The need for social approval has also been found to distinguish between 
patients with a Cluster C PD and all others (Pilkonis et al., 1996; Kim et al., 1997). 
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 Despite overwhelming evidence to suggest that Axis II pathology and interpersonal distress 
are interconnected in our analysis of the literature, we found only one study (Barrett & Barber, 
2007) that considered this relationship when assessing depression. In Barrett and Barber’s (2007) 
investigation of depression and interpersonal distress, they explicitly considered depression and 
Axis II comorbidity by dividing their sample in various ways (e.g. MDD vs. MDD + Axis II, 
MDD vs. MDD + depressive PD, MDD + social phobia vs. MDD + avoidant PD). Depressed 
patients with a PD reported more overall interpersonal distress and interpersonal problems in all 
areas, except overly nurturant, than did non-Axis II MDD patients. Patients with MDD and a 
depressive PD reported significantly more problems on the intrusive, non-assertive, socially 
inhibited, cold and vindictive sub-scales than solely depressed patients. Although MDD patients 
with avoidant PD were more distressed by interpersonal problems than were depressed and 
socially anxious patients, both groups evidenced a socially avoidant interpersonal style. Beyond 
assigning study participants to different groups, Barrett and Barber (2007) did not control for 
factors in the various comparisons they conducted. However, these researchers are credited with 
conducting the only study we found that addressed the issue of comorbidity between depression 
and Axis II pathology.  
     The aforementioned findings highlight the need to consider co-occurring anxiety and Axis 
II pathology when investigating the relationship between depression and interpersonal distress. 
Previous studies with such a focus have dealt with this issue by comparing comorbid and single 
diagnosis groups (Barrett & Barber, 2007; Alden & Philips, 1990; Stangier et al., 2006). 
However, these comparisons have either neglected to control for additional factors or have 
controlled for a limited number of factors i.e., age (Stangier et al., 2006).  The current study will 
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consider several factors, including anxiety and Axis II pathology, concurrently to assess whether 
these factors contribute to interpersonal distress as well as depression.   
 
Interpersonal Distress, Depression, and Gender  
 Research focusing on gender differences in interpersonal functioning has demonstrated that 
although men and women do not differ in their overall interpersonal distress (Barkham, Hardy, & 
Startup, 1996), they do differ in terms of general interpersonal problem areas (e.g. hostile-
dominant versus friendly-submissive) and specific interpersonal difficulties (Lippa, 1995; 
Henning & Walker, 2008; Gurtman & Lee, 2009). Several researchers have demonstrated that 
“hostile-dominant” interpersonal problems are higher in men and “friendly-submissive” 
interpersonal problems are higher in women. With regard to specific interpersonal problems, 
Lippa (1997) found that problems with being too domineering, vindictive, and cold were higher 
in males and that being exploitable, non-assertive, and overly nurturant were higher in females. 
Similarly, Barkham and colleagues (1996) found that men had greater difficulty related to being 
sociable, supportive, and involved than women, whereas women had higher scores on the too 
caring sub-scale.  
  These studies were based on samples from the general population. When Barkham and 
colleagues (1996) focused on an outpatient sample in which individuals were referred for 
psychological treatment to a district clinical psychology department, they found no difference in 
overall interpersonal distress between men and women. Interestingly, in contrast to previous 
findings they also found that males and females did not differ significantly on specific 
interpersonal problems. The finding that gender differences in a general population sample 
disappeared in an outpatient sample suggests that while gender differences may exist within the 
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general population, the differences may dissipate in clinical samples such that men and women 
present with equally disrupted interpersonal relationships. The psychiatric profile of Barkham 
and colleague’s (1996) outpatient sample was not presented, thus it is unclear whether general 
psychopathology or a specific diagnostic presentation contributed to the neutralization of gender 
differences.  
 When focusing specifically on gender, depression, and interpersonal functioning, it appears 
that these factors are interrelated. Firstly, it is important to note that one of the most robust 
findings in the literature investigating depression is that there is a significant gender difference in 
the prevalence of the disorder. Women have been found to have higher rates of depression than 
men in both community and clinical samples (Kessler et al., 1993; Weismann et al., 1993). The 
sex-ratio report varies from study to study, however the average female-to-male ratio appears to 
be approximately 2:1 (Carter et al., 2000). Secondly, according to gender specific models of 
depression, a woman’s sense of self-worth is grounded in her connections with others; when 
these relational needs are thwarted, women experience a failure of the self that leads to 
depression (Zlotnick, Shea, Pilkonis, Elkin, & Ryan, 1996). For example, the absence of a 
confiding relationship is a major factor in increasing vulnerability to depression in women 
(Brown & Harris, 1978; Brown, Bhrolchrain, & Harris, 1975). Theorists have argued that, in 
contrast to women, men organize their sense of worth and mastery around the achievement of 
goals and autonomy (Gilligan, 1982).  
 A number of community and general population studies suggest marked differences in the 
interpersonal functioning of depressed males and females. Compared to depressed men, 
depressed women demonstrate greater expressed anger, verbal hostility, avoidance of social 
contact, and impairment on the Social Adjustment Scale (SAS)—particularly in the areas of 
  21 
marital and family adjustment. In addition, the literature suggests that depressed men are more 
likely than depressed women to report disappointment in themselves or a sense of failure, self-
criticism, social withdrawal, and significantly poorer social and occupational functioning than 
depressed females (Angst & Dobler-Mikola, 1984; Nolan & Wilson, 1994; Hammen & Padesky, 
1977; Funabili et al., 1980; Frank et al., 1988; Kornstein et al., 1995).  
 Despite the evidence that suggests that interpersonal difficulty differs for depressed men 
and women we found no study that examined the relationship between depression, gender and 
the IIP. The current study seeks to redress this and thereby offer a novel contribution to the 
literature.   
  
Categorical Versus Dimensional Definitions of Depression and Interpersonal Distress 
 To date studies examining the relationship between interpersonal problems and depression 
have defined individuals as depressed in different ways. Specifically, studies have diagnosed 
individuals with depression based on either a categorical measure, such as the Structured Clinical 
Interview for DSM-IV Disorders (SCID) (Stangier et al., 2006; Barrett & Barber, 2007; 
Markowitz et al., 1996; Pearson et al., 2010), or a dimensional measure of severity, such as the 
Hamilton Rating Scale of Depression (HRSD) (Barrett & Barber, 2007), and the Beck 
Depression Inventory (BDI) (Alden and Phillips, 1990). The discrepancy in results among 
studies investigating depression and interpersonal distress may be related to the measures used to 
define individuals as depressed. The SCID is a categorical measure that assesses whether an 
individual meets DSM-IV criteria of MDD or dysthymia, whereas the HRSD and BDI are 
dimensional measures that assess the severity of depression. While there is generally agreement 
between measures regarding those individuals diagnosed as either depressed or non-depressed, 
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there are also cases whereby individuals are diagnosed as depressed on one measure but not the 
other. Hence, the method by which depression is defined can result in different samples of 
depressed individuals, which could contribute to the variance in results across studies. 
 Although the SCID is regarded as a “gold standard” in psychological assessment, the 
power of hypothesis testing is virtually always sacrificed when employing a categorical 
diagnosis (Cohen, 1983; Viel, 1988; McCallum et al., 2002). In contract, dimensional measures 
are often criticized for the arbitrary nature of cut-off scores and the choice of a cut-off point, 
which can significantly impact the power of a study and may profoundly alter its conclusions 
(Kraemer & O’hara, 2004). 
 From a clinical perspective, assuming that a disorder is either categorical or dimensional is 
also problematic because, in reality, every disorder is both categorical and dimensional in nature. 
A disorder is either present or not present (i.e. categorical), but when the disorder is present, 
patients may vary with respect to severity (dimensional). When the disorder is not present, 
subjects may vary in susceptibility to that disorder and may express one or more of its symptoms 
to some degree. In other words, a disorder is qualitatively different from any other disorder and 
from normal functioning while still having significant and clinically important variability among 
individuals with and without the disorder. The importance of considering disorders both 
categorically and dimensionally is reflected in proposed revisions of the DSM. Although the 
DSM-IV is based on a categorical diagnostic assessment, proposed changes in the DSM-V would 
integrate more dimensional aspects of diagnosis. Specifically, these changes will involve 
incorporating dimensional measures that cover specific diagnostic severity ratings.  
 In the current study we define depression based on three different measures—SCID, 
HRSD, and Quick Inventory of Depressive Symptomatology (QIDS) (the discrepancy between 
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self-report and clinician assessments of depression will be discussed in the next section). The 
separate and comparable analysis of three different depression groups generated by the 
aforementioned measures will allow us to assess whether results are consistent or disparate based 
on the way in which depression is defined. Such an observation will shed light on the question of 
whether the inconsistency of results among current studies of depression and interpersonal 
distress is due to variability in the type of measures used for diagnosis (i.e. categorical or 
dimensional). Furthermore, from research and clinical perspectives, there is value in considering 
depression both categorically and dimensionally. Doing so will allow us to overcome the 
methodological limitations associated with each approach; and our investigation is consistent 
with both existing and future versions of the DSM. Observing a pattern of interpersonal distress 
in a sample with depression (defined both categorically and dimensionally) will serve to 
legitimize not only interpersonal markers of depression but also demonstrate that categorical and 
dimensional approaches to defining depression interlock. 
 
Clinician-Assessed Depressive Symptoms Versus Self-Reported Depressive Symptoms and 
Interpersonal Functioning  
 Comparisons between self- and clinician-assessments of depressive severity have been 
performed since the 1960’s and findings are mixed (Prusoff, Klerman, & Paykel, 1972; Corruble, 
Legrand, Zvenigorowitz, Duret, & Guelfi, 1999; Domken, Scott, & Kelly, 1994). Cross-sectional 
studies of depressed patients at the height of acute illness have shown Pearson correlation 
coefficients that vary from 0.20 to 0.80 for total scores and differences in mean scores (review in 
Paykel & Norton, 1986; Moeller & von Zerssen, 1995). Studies have aimed at identifying 
patients with a higher risk of discrepancy between self-assessment and clinician-assessment of 
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depressive symptomatology. These studies have focused on demographic, clinical, cognitive, and 
personality factors. 
 Demographic factors. Demographic factors such as race, social class, religion, familial 
status, and marital status have not been associated with a mismatch in self- and clinician-ratings 
of depression (Corruble et al., 1999; Paykel et al., 1973). However, gender, age, and level of 
education have been associated with this discrepancy. Studies of depressed adolescents have 
demonstrated significantly higher correlations between self- and observer-ratings of depression 
in girls than in boys (Ambrosini et al., 1991; Shain et al., 1990), perhaps because of a greater 
variability in adolescent boy’s willingness to report depressive symptoms on self-report 
measures. A gender difference in reporting is also evident in adults. Carter and colleagues (2010) 
found that females were more likely to have higher self-reported depression than clinician-rated 
depression.  
 Several studies have found that the discrepancy between patient and clinician ratings of 
depression is related to age (Paykel, 1973; Lyness et al., 1995; Wallace & Pfohl, 1995; Enns, 
Larsen, & Cox, 2000; Carter et al., 2010). Specifically, older patients have a tendency to under-
report depressive symptoms on self-ratings relative to observer-ratings. In contrast, younger 
patients tended to rate themselves as more severely depressed relative to clinician-assessment on 
the HDRS. The study by Enns and colleagues (2000) suggests that this difference between older 
and younger participants is due to differences in the ratings of psychological and cognitive 
symptoms of depression rather than of somatic symptoms. 
 Sayer and colleagues (1993) found that less education was associated with relatively lower 
self-reported depressive symptoms as compared with observer-ratings. Similarly, Enns and 
colleagues (2000) found a modest association between educational level and discrepancies 
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between BDI and HDRS scores. Patients with fewer years of formal education had a lower level 
of depression on self-reported measures relative to observer-ratings, although the difference was 
only significant for ratings related to the psychological symptoms of depression. It would appear 
that a higher educational level is associated with a greater willingness to report psychological 
distress.  
  Clinical factors. Discrepancies between self- and clinician-ratings of depression have not 
been associated with the number of previous depressive episodes or with episode length 
(Corruble et al., 1999; Paykel et al., 1973). However, a number of other features of depression 
have been found to characterize individuals who overestimate their depressive severity relative to 
the clinician. Carter and colleagues (2010) found that individuals with higher clinician-rated 
depressive severity were more likely to have higher self-reported depressive severity than 
clinician-rated depressive severity. Melancholic depression has also been associated with higher 
scores on self-report measures compared to clinician-assessments (Carter et al., 2010). Paykel 
and colleagues (1973) found a difference between psychotic and neurotic depressives. Psychotic 
depressives underestimated their disturbance relative to their psychiatrists’ assessments; neurotic 
depressives overestimated their disturbance. Research also suggests that depressed patients with 
high somatization, anxiety, and phobic anxiety tend to overestimate symptomatology as 
compared to clinician-ratings (Corruble et al. 1999; Paykel et al., 1973; Prusoff et al., 1972).  
 Cognitive factors. Individuals with increased levels of rumination were more likely to 
have higher self-reported depressive severity than that of clinician-assessments (Carter, et al., 
2010). Low self-esteem has been found to account for 47.9% of the variance in a matched 
clinician- and self-rating scale (the Inventory for Depressive Symptomatology) (Domken, Scott, 
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& Kelly, 1994). The same study also found an association between dysfunctional attitudes and 
inflated self-reported scores relative to observer-ratings (Domken, Scott, & Kelly, 1994). 
 Personality factors. It appears that self-report measures may be more prone than clinician-
rated scales to be influenced by maladaptive personality traits (Domken et al., 1994; Enns et al., 
2000; Svanborg & Asberg, 2001). Agreement between self- and clinician-assessment has been 
found to be lower in depressed patients with personality disorders (Paykel et al., 1973). In 
particular, Mattila-Evenden, Svanborg, Gustavsson, and Asberg (1996) demonstrated weak 
correlations between self- and clinician-assessments of depression in patients with dramatic, 
emotional, and erratic (i.e. Cluster B PD) personality traits. Paykel and colleagues (1973) found 
that patients who over-reported their depression scored higher on the neuroticism sub-scale of 
the Maudsley Personality Inventory and on the oral dependent, hysterical dimensions of the 
Lazare Klerman scales. Emms and colleagues (2000) found that higher levels of neuroticism, 
low extraversion, and low agreeableness were associated with relatively higher ratings of 
depressive symptoms on the BDI relative to the HRSD. It appears that discrepancies are strongly 
related to personality and are consistent with the rather common psychiatric belief that 
exaggerating tendencies are often found among individuals with Axis II pathology, particularly 
in Cluster B characteristics.  
 The research suggests that there are many factors that may impair validity and 
discriminating power of assessment measures. However, a review of the literature suggests that, 
to date, interpersonal functioning has not been considered as a potential contributor to the 
mismatch between clinician- and patient-ratings of depressive severity. This is despite the fact 
that personality features and pathology appear to influence the discrepancy and that interpersonal 
functioning is strongly associated with these factors. The current study will contribute to the 
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literature on discrepancies between self- and clinician-assessments by identifying whether 
interpersonal functioning characterizes patients with large discrepancies in their depression 
ratings. Such discrepancies could be bidirectional. For instance, the patient might underestimate 
his or her illness relative to the clinician’s assessment—a kind of denial or minimization. 
Alternately, he or she might overestimate or exaggerate his symptoms relative to the clinician’s 
assessment. Not only will we focus on assessing whether interpersonal functioning is associated 
with each of these tendencies, but we will also consider a number of other factors, some of which 
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Chapter Three: The Current Study  
 This study will use data from a larger study that is being conducted at the Columbia Center 
for Psychoanalytic Training and Research to focus on interpersonal functioning and depression. 
There are a limited number of studies investigating this association and inconsistency among 
findings. Existing studies have also neglected to account for factors that are typically comorbid 
with depression and independently associated with interpersonal distress. Furthermore, the 
relationship between interpersonal functioning, depression, and gender has been completely 
overlooked. Although many factors have been considered in accounting for the discrepancy in 
agreement between self-report and clinician measures of depression, to date, no study has 
examined the role of interpersonal functioning in this mismatch. In addition, the literature is 
unclear regarding how defining depression as either categorical or dimensional impacts the 
consistency of findings across studies. The following research aims, hypotheses, and questions 
attempt to address these shortcomings in the literature and thus contribute to our understanding 
of the relationship between depression and interpersonal functioning.  
 
Aim 1: Examining the correlation between depression, overall interpersonal distress, and 
specific interpersonal problems. 
 Hypothesis 1. Severity of interpersonal distress will be significantly correlated with 
severity of depression. 
 Research Question 1. What is the correlation between severity of depression and 
difficulty on each of the IIP-32 sub-scales? 
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Aim 2: Investigate whether interpersonal distress and interpersonal problems vary 
according to depression diagnosis. 
 Hypothesis 2a. Individuals with a current depressive disorder (i.e. MDD and/or 
dysthymia) will have greater interpersonal distress than those with no depressive disorder. 
 Hypothesis 2b. The interpersonal distress of individuals with depression in remission (i.e. 
MDD in full or partial remission) will be significantly more severe than the interpersonal distress 
of individuals with no depression. 
 Hypothesis 2c. The interpersonal distress of individuals with depression in remission (i.e. 
MDD in full or partial remission) will be significantly less severe than the interpersonal distress 
of individuals who are currently depressed (i.e. current MDD and/or dysthymia). 
 Research Question 2. Will the specific interpersonal problems of individuals with 
different depressive diagnoses (i.e. depressed, non-depressed, and depression in remission) 
differ? 
 
Aim 3: Investigate whether overall interpersonal distress and specific interpersonal 
problems differ based on the severity of depression. 
 Hypothesis 3a. The interpersonal distress of the clinically depressed group (defined as 
having a clinically severe level of depression as assessed by the HRSD) will be significantly 
greater than the interpersonal distress of the non-clinically depressed group (defined as the 
absence of a clinically severe level of depression as assessed by the HRSD). 
 Research Question 3a. Will the specific interpersonal problems of the clinically depressed 
group (defined as having a clinically severe level of depression as assessed by the HRSD) differ 
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from the interpersonal problems of the non-clinically depressed group (defined as the absence of 
a clinically severe level of depression as assessed by the HRSD)? 
 Hypothesis 3b. The interpersonal distress of the clinically depressed group (defined as 
having a clinically severe level of depression as assessed by the QIDS) will be significantly 
greater than the interpersonal distress of the non-clinically depressed group (defined as the 
absence of a clinically severe level of depression as assessed by the QIDS). 
 Research Question 3b. Will the specific interpersonal problems of the clinically depressed 
group (defined as having a clinical level of depression as assessed by the QIDS) differ from the 
interpersonal problems of the non-clinically depressed group (defined as the absence of a clinical 
level of depression as assessed by the QIDS). 
 
Aim 4: Investigate whether depressed men and women differ in terms of overall 
interpersonal distress and specific interpersonal problems. 
 Hypothesis 4a. There will be no difference in overall interpersonal distress between men 
and women with moderate or severe depression as diagnosed with the HRSD. 
 Research Question 4a. Will the specific interpersonal problems of men and women with 
moderate or severe depression, as diagnosed with the HRSD, differ? 
 Hypothesis 4b. There will be no difference in overall interpersonal distress between men 
and women diagnosed with MDD and/or dysthymia using the SCID. 
 Research Question 4b. Will the specific interpersonal problems of men and women with 
MDD and/or dysthymia diagnosed with the SCID differ? 
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Aim 5: Investigate whether individuals who over-report, under-report, and equally report 
the severity of their depression differ in terms of Axis I and Axis II pathology and 
interpersonal distress. 
 Research Question 5. Do individuals who over-report, under-report, and accurately report 
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Chapter Four: Methods 
Participants 
 The current study draws on data from a larger study being conducted at the Columbia 
Center for Psychoanalytic Training and Research investigating psychoanalytic and 
psychodynamic treatment. Subjects in this study were evaluated for either psychoanalysis (n = 
85) or psychodynamic psychotherapy (n = 85) at the Columbia Center for Psychoanalytic 
Training and Research and completed the IIP. Initial comparison between these two groups on a 
number of factors indicated that they were generally equivalent and that the two groups could be 
justifiably combined (full details of this comparison are described in the Results section).  
   The final sample consisted of 170 individuals seeking either psychoanalytic or 
psychodynamic treatment that had completed the IIP as part of the initial assessment. All 
individuals were at least 18 years old. The participants’ ages ranged from 18 to 62 with a mean 
age of 31.14 (SD = 9.49). Age was significantly positively skewed such that participants were on 
the younger end of the age range.  Over half of the sample (64.9%) was female and just over a 
third of the sample was male (35.1%) (complete demographics are described in the Results 
section). 
 To examine the association between depression and interpersonal problems, study 
participants were categorized as depressed in several ways: 1) meeting MDD and/or dysthymia 
criteria based on the SCID, 2) a clinician-rating of depressive severity (i.e. an HRSD score of 18 
or greater), and 3) a self-rating of depressive severity (i.e. QIDS score of 11 or greater). To 
investigate factors associated with a mismatch in clinician- and patient-assessments of depressive 
severity, study participants were categorized as over-, under-, or equal reporters based on 
clinicians’ and patients’ scores falling into the same or different severity categories on the HRSD 
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(minimal, mild, moderate and severe symptoms) and QIDS (no depression, mild, moderate, 
severe, very severe symptoms).   
 
Procedure 
 The procedure for the original study, from which data used in the current study was drawn, 
has been documented elsewhere (Caligor et al., 2009; Hamilton, Wininger, & Roose, 2009). 
Generally, the original study began in October of 2002 and is ongoing. The original study 
focused on patients who were evaluated for either psychoanalysis or psychodynamic 
psychotherapy at the Columbia Center for Psychoanalytic Training and Research. The clinic’s 
director reviewed applications for treatment and patients who were psychotic, suicidal, or 
dependent on drugs or alcohol were triaged to appropriate clinical settings. All others were 
referred for clinical evaluation. Informed consent was obtained and an extensive assessment 
battery was performed prior to clinical evaluation. 
 In the case of patients applying for psychoanalysis, analytic candidates met with patients 
for three to six evaluation sessions and the evaluation process was supervised by a training and 
supervising analyst. At the end of the evaluation, the candidate and the supervisor came to a 
decision about whether to recommend psychoanalysis. The decision to accept or reject the 
patient for psychoanalysis was made solely on the basis of the clinical evaluation; the results of 
the research battery were kept separate from the patient’s clinical file and are not available to the 
evaluation team. 
 Of the individuals who were evaluated as part of the original study and completed the 
assessment battery, only those who completed the IIP-32 (Barkham, Hardy & Startup, 1996) 
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were included in the current study. This is because the IIP was not administered from the outset 
of the original study, the sample for the current study is therefore a subset of the original sample. 
 
Measures 
 Below all measures employed in this study are described, including their psychometric 
properties. A summary matrix can be found in Appendix A which highlights whether the 
measure was self-report or completed by the clinician and whether resulting scores were 
continuous or categorical. The reader is also directed to Appendix B for a copy of the Inventory 
of Interpersonal Problems (IIP-32) which was used to assess the dependent variable in this study 
as well as all other measures used for the independent variables.   
Dependent Variable. 
Inventory of Interpersonal Problems (IIP-32). There are several IIP measures (full 
review in Hughes & Barkham, 2005) which have spawned from the original IIP developed by 
Horowiz, Rosenberg, Baer, Ureno & Villasenor, (1988). Since the publication of the original 
127-item self-report questionnaire assessing interpersonal difficulties and sources of distress, 10 
shorter versions, have been developed. The development of subsequent versions of the IIP has 
been driven by either a theoretical position (circumplex model) or a factor analytic approach.  
The IIP-32 developed by Barkham, Hardy, and Startup (1996) is an example of a measure 
developed based on a factor analytic approach. This measure consists of 32 items and individuals 
are asked to rate two types of items: interpersonal behaviors that are “hard for you to do” (e.g. it 
is hard for me to be assertive with other people) and interpersonal behaviors that “you do too 
much” (e.g. I open up too people to much). Ratings of the degree to which each a problem is 
distressing are made on a 5-point scale ranging from 0 (not at all) to 4 (extremely). The IIP-32 
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measure provides a total score reflecting overall interpersonal distress and 8 sub-scale scores 
with each sub-scale representing a problematic interpersonal behavior: hard to be assertive, hard 
to be sociable, hard to be supportive, hard to be involved, too caring, too dependent, too 
aggressive, and too open.  
Barkham, and colleagues (1996) developed and validated the IIP-32 based on 3 separate 
studies involving outpatients and the general population. This included confirmatory factor 
analysis and confirmation of group differences between individuals from the general population 
and an outpatient sample. The researchers also demonstrated that the measure was significant 
sensitivity to change, had acceptable internal consistency, ranging from .72-.88 for the 8 sub-
scales, and test-retest reliability of .70 at 2 months.  
 Independent Variables 
 Structured Clinical Interview for DSM-IV-TR Axis I Disorders (SCID-I). The Structured 
Clinical Interview for Diagnostic and Statistical Manual-IV (SCID; First, Spitzer, Gibbon, & 
Williams, 1995) is a semi-structured clinical interview for DSM-IV Axis I disorders (American 
Psychological Association, 1994). The SCID-I consists of nine diagnostic modules. Interviewers 
may choose to eliminate one or more modules to focus only on specific areas of interest. The 
interviewer makes diagnoses during the course of the interview and no separate scoring 
algorithm is used. The SCID-I is a current diagnostic “gold standard” and its reliability and 
validity for DSM-IV-TR disorders has been reported widely (Sanchez-Villegas et al., 2008; Skre, 
I., Onstad, S., Torgersen, S., & Kringlen, E., 2007). Moderate to excellent inter-rater reliability 
has been reported with kappa values of Axis I disorders ranging from 0.61 to 0.83. Moderate 
inter-rater agreement was found in major depression, alcohol abuse/dependence, panic disorder, 
agoraphobia, obsessive–compulsive disorder, generalized anxiety disorder, and eating disorders, 
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while there was excellent agreement in dysthymia, drug abuse/dependence, social phobia, 
specific phobia, and post-traumatic stress disorder (Lobbestael, J., Leurgans, M., & Arntz, A., 
2011). The SCID was used to diagnose individuals in the study as having MDD and/or 
Dysthymia or MDD in full or partial remission. Group assignment was then based on these 
diagnoses.  
 Hamilton Rating Scale for Depression (HRSD). The HRSD (Hamilton, 1960) is a 21-item 
measure of depressive severity that is designed to be administered in an interview format. It is 
one of the most commonly used clinician ratings of depressive symptom severity (Furukawa, 
2010). The HRSD assesses a variety of depressive symptoms including depressed mood, guilt, 
neurovegetative symptoms, hopelessness, helplessness, and suicidality. The HRSD includes 8 
optional items that tap atypical symptoms of depression. The validity and reliability of the HRSD 
has been well documented and this measure is regarded as having good internal, inter-rater and 
test-retest reliability (Rabkin & Klein, 1987, Trajkovic et al., 2010) 
 The current study calculated individuals HRSD scores based on responses to the full 21 
items plus the atypical items. This score was used to categorize individuals as having minimal 
(0-11), mild (12-17), moderate (18-26) or severe (27+) depression. Score ranges were defined by 
the principal investigator so as to be appropriate for this sample and the items used to calculate 
the final HRSD score (i.e. atypical and 21 items rather than exclusively the conventional 17 
items). These ranges were only slightly different to conventional interpretative guidelines 
(Furukawa, 2010). Those individuals identified as having either moderate or severe depression 
made up the clinically depressed group which was compared to the non-clinically depressed 
group made up of individuals whose scores fell in the minimal and mild categories.   
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 Quick Inventory of Depressive Symptomology (QIDS-SR). The QIDS-SR consists of 16 
items rated on a 4-point scale; items assess DSM-IV diagnostic symptom criteria. The domains 
include sad mood, concentration, self-criticism, suicidal ideation, interest, energy/fatigue, sleep 
disturbance, weight/appetite disturbance, and psychomotor disturbance (Rush et al., 2003). The 
QIDS-SR rates symptom domains during the prior 7 days. Studies of the QIDS-SR in patients 
with MDD and bipolar disorder have shown good reliability and psychometric properties, 
including strong internal consistency, concurrent validity, sensitivity to symptom change, and 
ability to distinguish response and remission (Trivedi et al., 2004; Rush et al., 1996; Rush et al., 
2003). 
 For the current study individuals’ QIDS scores based on responses to the 16 items were 
used to categorize individuals as having no depression (0-5), mild (6-10), moderate (11-15), 
severe (16-21) or very severe (21-27) depression. These interpretative guidelines were based on 
convention (Furukawa, 2010). Those individuals identified as having either moderate, severe or 
very severe depression made up the clinically depressed group which was compared to the non-
clinically depressed group made up of individuals whose scores fell in the no depression and 
mild depression categories.   
 Hamilton Anxiety Rating Scale (HARS). The Hamilton Anxiety Rating Scale consists of 
14 symptom-oriented questions that are used by clinicians to rate the severity of a patient’s 
anxiety. Each symptom is given a severity rating from 0 (not present) to 4 (very severe). The 
HARS defines an individual’s anxiety according to four severity categories: minimal (0-17), 
moderate (18-25), severe (26-30), and very severe (31+). The HARS has been shown to have 
acceptable reliability and validity in adults (Bech et al., 1984; Gjerris et al., 1983; Hamilton, 
1959). 
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 Beck Anxiety Inventory (BAI). The Beck Anxiety Inventory consists of 21 multiple-
choice, self-report questions that are used to measure the severity of an individual's anxiety. The 
questions ask how the individual has been feeling in the last month and probes for common 
symptoms such as numbness and tingling, sweating not due to heat, and fear of the worst 
happening. It is appropriate for an age range of 17–80 years old. Each question has the same set 
of four possible answer choices: not at all, mildly, moderately, and severely. The BAI has a 
maximum score of 63 and defines an individual’s severity of anxiety according to four severity 
categories: minimal level of anxiety (0-7), mild anxiety (8-15), moderate anxiety (16-25), and 
severe anxiety (26-63). Several studies have reported good reliability and validity for the BAI 
(Fydrich, Dowdall, & Chambless, 1992; Steer, Ranieri, Beck, & Clark, 1993). 
 Schedule for Non-Adaptive and Adaptive Personality (SNAP). This 375-item, factor-
analytically derived self-report inventory uses a true–false format to assess dimensions of 
personality functioning relevant to personality disorder. The SNAP consists of three types of 
scales, including: 6 validity scales, 15 trait and temperament scales, and 10 diagnostic scales for 
DSM personality disorders. The SNAP scales provide information across a range of personality 
functioning. The SNAP scales have repeatedly demonstrated good internal consistency with 
medians ranging from .76 to .84 (Clark, 1993) and have shown good test–retest reliability over 
periods of one week and one month. The validity of the SNAP scales has been supported in 
several studies (Clark, 1993; Watson & Clark 1994; Ready et al., 2000; Ready & Clark, 2002; 
Vittengl, Clark, & Jarrett, 2002). 
 For the purposes of this study we used the SNAP to identify those individuals with 
clinically significant scores on the 10 PD scales. The number of sub-scales which individuals had 
a clinically significant score on were added to represent the severity level of their Axis II 
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pathology.  The PD severity variable ranged from 0-5; with individuals having no clinically 
significant scores on any of the PD scales being assigned a 0 and those individuals with scores in 
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Chapter Five: Results 
Preliminary Analyses: Comparing LTT and Analytic Samples  
 Preliminary analyses were performed to describe the individuals evaluated at the 
Columbia University Center for Psychoanalytic Training and Research (n=84) and the Columbia 
Residency Program Long Term Psychotherapy Clinic (n=84). Comparison of these groups was 
necessary in order to ensure that the data gathered at these two sites could be merged.  
 Twenty-nine (34.52%) males and 55 (65.48%) females presented at the Center for 
Psychoanalytic Training and Research. Thirty (35.71%) males and 54 (64.29%) females sought 
treatment at the Long Term Psychotherapy Clinic. The number of men and women that sought 
treatment at each clinic did not differ χ2 (2, 1) = 0.021, p = 0.872.  
The data on age from both the Center for Psychoanalytic Training and Research and the 
Long Term Psychotherapy Clinic was not normally distributed and therefore compared using  
non-parametric Mann-Whitney U tests. The two samples did not differ significantly in terns of 
age (z =  0.579, p > .05). The median age for the Analytic sample is 29 and for the LTT sample 
28. 
Data collected on depression (HRSD and QIDS) was not normally distributed.  
Consequently, non-parametric Mann-Whitney U tests were used to compare the samples on these 
two measures. The samples did not differ significantly on either measure of depression HRSD (z 
= -1.697, p > .05) and QIDS (z = -1.427, p > .05). For the HRSD the median score was 10 for the 
Analytic sample and 13 for the LTT sample. For the QIDS the median score was 9 for the 
Analytic sample and 10 for the LTT sample.  
To compare the samples in terms of the number of subjects in the severity categories of 
each depression measure (HRSD: minimal, mild, moderate and severe and QIDS: no depression, 
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mild, moderate, severe and very severe) chi-square analyses were conducted. For both 
depression measures there was no difference between the two samples in terms of the number of 
subjects in each severity category (HRSD: χ2 (2, 3) = 7.0623, p =.0.070 and QIDS: χ2 (2, 4) = 
4.1346, p =.0.388).  
Data collected on anxiety (HARS and BAI) was not normally distributed. Consequently, 
non-parametric Mann-Whitney U tests were used to compare the samples on these two measures. 
A significant difference was found for continuous scores on both anxiety measures: HARS (z = -
2.611, p < .01) and BAI (z = -2.155, p < .05), see Table I for medians.  
Also, chi-square analyses were conducted to compare samples in terms of the number of 
subjects in the different severity categories of each of these anxiety measure (HARS: minimal 
symptoms, some symptoms, significant anxiety and BAI: minimal level of anxiety, mild anxiety, 
moderate anxiety, and severe anxiety). For both the HARS (χ2 (2, 2) = 8.548, p =.0.001) and the 
BAI  (χ2 (2, 3) = 12.696, p =.0.005) there was a significant difference between the Analytic and 
LTT samples in terms of number of subjects in the minimal symptoms category. For the HARS, 
38 (65.52%) subjects in the analytic sample were categorized as having minimal symptoms of 
anxiety vs. 20 (34.48%) in the LTT sample. For the BAI, 39 (66.1%) of the Analytic subjects 
were categorized as having a minimal level of anxiety vs. 20 (33.9%) of the LTT sample. Also, 
the samples differed in terms of number of subjects in the mild anxiety category of the BAI. 
Eighteen (33.33%) Analytic subjects vs. 36 (66.67%) LTT subjects were categorized as having 
mild symptoms of anxiety.  
For both the Analytic and LTT samples the data collected on overall IIP scores was 
normally distributed and a T-test was used to compare the two groups. The two samples did not 
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differ significantly (t =  -0.7029, p > .4831). The mean IIP score for the Analytic sample is 1.293 
and for the LTT sample 1.355.  
Of the 85 patients in the Analytic sample, 68 (47.89%) had a lifetime history of at least 1 
SCID disorder, with 48 (44.44%) of these patients meeting criteria for at least 1 current SCID 
disorder. For the 85 LTT patients, 74 (52.11)  had a lifetime history of at least 1 SCID disorder, 
with 60 (55.56) of these patients meeting criteria for at least 1 current SCID disorder. Chi-square 
analyses revealed no significant difference between the Analytic and LTT samples in terms of 
number of subjects with a current SCID disorder (χ2 (2, 1) = 2.1425, p =0.143) or a lifetime 
SCID disorder (χ2 (2, 1) = 1.5392, p =.0.215).  
Twenty-nine individuals in the Analytic sample and 38 individuals in the LTT sample 
met criteria for a current mood disorder. The two samples did not differ significantly (χ2 (2, 1) = 
1.9954, p =.0.158). Eleven patients in the Analytic sample and 7 patients in the LTT sample met 
criteria for a current substance dependence. There was no significant difference between the 2 
samples (χ2 (2, 1) =0.9942, p =.0.319). Three patients in the Analytic sample and five patients in 
the LTT sample met criteria for current somatization disorder. The two samples did not differ 
significantly (χ2 (2, 1) =0.5247, p =.0.469). Twenty-two patients in the Analytic sample and 32 
individuals in the LTT sample met criteria for a current anxiety disorder. The two groups did not 
differ significantly (χ2 (2, 1) =2.7139, p =.0.099). Seven patients in the LTT sample and 3 in the 
LTT sample met criteria for a current eating disorder. There was no significant difference 
between the two groups (χ2 (2, 1) =1.7000, p =.0.192). 
Twenty patients in the Analytic sample and 29 individuals in the LTT sample had 2 or 
more current SCID disorders. There was no significant difference between the Analytic and LTT 
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samples in terms of number of individuals diagnosed with 2 or more SCID disorders (χ2 (2, 6) = 
2.3325, p =0.128). 
Based on assessment of personality disorders using the SNAP, 45 (52.33%) patients in 
the Analytic sample and 41 (47.67%) patients in the LTT sample were diagnosed with a 
personality disorder. Chi-square analyses revealed no significant difference between the Analytic 
and LTT samples in terms of number of subjects with and without a personality disorder (χ2 (2, 
1) = 0.3765, p =0.539). The samples were examined in terms of the number of personality 
disorders that individuals were diagnosed with (ranging from 0 – 5). Forty individuals in the 
Analytic sample and 44 individuals in the LTT sample had no personality disorder diagnosis. 
Twenty individuals in the Analytic and 13 individuals in the LTT sample were diagnosed with 1 
personality disorder. Eleven individuals in the Analytic sample and 12 individuals in the LTT 
sample were diagnosed with 2 personality disorders. Nine individuals in the Analytic sample and 
6 individuals in the LTT sample were diagnosed with 3 personality disorders. Two individuals in 
the Analytic sample and 6 individuals in the LTT sample were diagnosed with 4 personality 
disorders. Three individuals in the Analytic sample and 4 individuals in the LTT sample were 
diagnosed with 5 + personality disorders. In terms of number of personality disorders (1 through 
5+) that individuals were diagnosed with, the LTT and Analytic samples did not differ 
significantly (χ2 (2, 1) = 4.4617, p =0.485).  
Personality disorders were also examined in terms of number of individuals that were 
categorized in each of the clusters - A, B, and C. Nine individuals from the Analytic sample and 
7 individuals from the LTT sample were diagnosed with a Cluster A personality disorder only. 
Zero individuals from the Analytic sample and 1 individual from the LTT sample was diagnosed 
with a Cluster B personality disorder only. Thirteen individuals in the Analytic sample and 8 
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individuals in the LTT sample were diagnosed with a Cluster C personality disorder only. One 
individual from the Analytic sample and 2 individuals from the LTT sample had both Cluster A 
and Cluster B personality disorders. Sixteen individuals in the Analytic sample and 19 
individuals in the LTT sample had Cluster A and C personality disorders. One individual in the 
Analytic sample and 0 individuals in the LTT sample had Cluster B and C personality disorders. 
Zero individuals in the analytic sample and 1 individual in the LTT sample were diagnosed with 
Cluster A, B and C personality disorders. There was no significant difference between the 
Analytic and LTT samples in terms of number of individuals categorized in each of these 
clusters (χ2 (2, 6) = 4.498, p =0.546). 
Although the above results indicate that the Analytic and LTT groups differ in terms of 
the anxiety measures (HARS and BAI) the median differences are relatively small (6 vs. 8 for 
HARS anxiety and 8 vs. 11 for BAI). Furthermore, when these two samples were compared in 
terms of number of individuals in the severity categories of each measure (HARS and BAI) it 
appears that the difference between the Analytic and LTT samples lay in the two lowest severity 
levels, minimal (HARS and BAI) and mild (BAI). In terms of minimal symptoms more patients 
in the analytic sample have minimal symptoms (HARS: 65.52% vs. 34.48% and BAI: 66.1% vs. 
33.9%). When examining the mild symptoms category of the BAI more individuals in the LTT 
sample have mild symptoms (66.67% vs. 33.33%). Despite these differences the samples are 
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Preliminary Analyses: Comparing Gender and Age 
Combining the Analytic (n = 85) and LTT (n = 85) patients resulted in a final sample of 
170. Data on age was captured for 166 cases (data missing for 4 cases). The mean age was 31.14 
(SD = 9.49). One hundred (60.2%) patients were ages 18-30, 42 (25.3%) were ages 31-40, 14 
(8.4%) were between the ages of 41-50 and 10 (6%) patients were 51 or older. Data on gender 
was missing for two cases. Based on the 168 cases for which gender was known, 59 (34.71%) 
patients were male and 109 (64.12%) were female. The mean age of men was 33.39 (SD = 1.26) 
and the mean age of women was 29.91 (SD = 0.89); they did not differ significantly (t = 0.238, 
df = 164, p > .05). 
Depression was assessed using the HRSD and QIDS. The HRSD was completed by 168 
patients (data missing for 2 cases, 1.2%) the mean score was 12.89 (SD = 8.08). The average 
score for men was 12.19 (SD = 7.70) and women 13.28 (SD = 8.29), there was no significant 
difference between the two groups (t = -0.852, df = 166, p > .05). When considering the number 
of patients in each of the HRSD severity categories, 81 (48.21%) patients had minimal 
symptoms, 41 (24.40%) had mild symptoms, 34 (20.24%) had moderate symptoms and 12 
(7.14%) had severe symptoms. The number of men and women in each of these severity 
categories did not differ significantly (χ2 (3, 1) = 1.43, p > .05). When the average age of patients 
in each of of the HRSD severity categories was examined there was no significant difference (F 
(3, 162) = 1.07, p > .05). 
The QIDS was completed by 160 patients (data missing for 10 cases, 5.9%) the mean 
score was 10.14 (SD = 5.76). The average score for men was 9.79 (SD = 5.82) and women 10.34 
(5.74), there was no significant difference between the two groups (t = -0.574, df = 111, p > .05). 
When considering the number of patients in each of the QIDS severity categories, 39 (24.38%) 
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had no depression, 50 (31.24%) had mild depression, 38 (22.35%) had moderate depression, 27 
(16.88%) had severe depression and 3.75% had very severe depression. The number of men and 
women in each of these severity categories did not differ significantly (χ2 (4, 1) = 4.15, p > .05). 
When the average age of patients in each of the QIDS severity categories was examined there 
was no significant difference (F  (3, 154) = 0.56, p > .05). 
Anxiety was assessed using the HARS and the BAI. The HARS was completed by 170 
patients (data missing for 2 cases, 1.2%) and the mean HARS score was 8.14 (SD = 4.92). The 
average score for men was 7.32 (SD = 4.25) and for women 8.59 (SD = 5.21), there was no 
significant difference between the two groups (t = -1.598, df = 166, p > .05). When considering 
the number of patients in each of the HARS severity categories, 58 patients (34.5%) had minimal 
anxiety symptoms, 83 (49.40%) had some anxiety symptoms, and 27 (16.1%) had significant 
anxiety symptoms. There was a slight significant difference between the number of men and 
women in each of these severity categories (χ2 (2, 1) = 5.87, p > .05). When the average age of 
patients in each of the HARS severity categories was examined there was no significant 
difference (F  (3, 162) = 0.66, p > .05). 
The BAI was completed by 165 participants (data missing for 6 cases, 3.5%) and the 
mean BAI score was 12.12 (SD = 9.91). Fifty-nine (36.0%) participants had minimal anxiety, 54 
(32.9%) had mild anxiety, 36 (22.0%) had moderate anxiety, and 15 (9.1%) had severe anxiety. 
There was a significant difference between the number of men and women in each of these 
severity categories (χ2 (3, 1) = 8.56, p > .05). Because data for the BAI was not normally 
distributed, a Kruskal-Wallis test was used to compare the average age of patients in each 
severity category. There was no significant difference.  
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SCID data was collected for 170 patients. One hundred and forty-two (83.53%) patients 
had a lifetime diagnosis of an Axis I disorder. Fifty (34.21%) were male and 92 (64.79%) were 
female; men and women did not differ significantly in terms of number of individuals with at 
least 1 lifetime SCID disorder (χ2 (2, 1) = 0.003, p > .05). The median age of those with at least 1 
lifetime Axis I disorder (29) vs. those without (28) did not differ significantly (z = -0.483, p > 
.05). One hundred and eight participants were diagnosed with a current Axis I disorder (63.53%). 
Thirty-seven (34.26%) were male and 71 (65.74%) were female; there was no significant 
difference between these two groups (χ2 (2, 1) = 0.18, p > .05). The median age of those with at 
least 1 current Axis I disorder (29.5) vs. those without (28) did not differ significantly (z = -
0.839, p > .05). 
The 108 patients with a current Axis I disorder made up 76.06% of the 142 patients with a 
lifetime Axis I disorder. Forty-nine (28.82%) patients had 2 or more current Axis I disorders; 15 
(30.61%) were male and 34 (69.39%) were female. Men and women did not differ significantly 
in terms of number with 2 or more current Axis I disorders (χ2 (2, 1) = 0.617, p > .05).  The 
median age of those with 2 or more current Axis I disorders (29.5) vs. those without (28) did not 
differ significantly (z = 0.119, p > .05). 
Analyses of SCID data for the whole sample (N = 170) revealed that 115 (67.65%) 
patients met criteria for at least one lifetime mood disorder. The gender breakdown was 38 
(33.04%) men and 77 (66.96%) women; the two groups did not differ significantly (χ2 (2, 1) = 
0.689, p > .05). The median age of those with at least 1 lifetime mood disorder (29) vs. those 
without (28) did not differ significantly (z = -0.86, p > .05).  
Sixty-seven patients (39.41%) met criteria for a current mood disorder: 23 (34.33%) men 
and 44 (65.57%) women. There was no significant gender difference (χ2 (2, 1) = 0.120, p > .05). 
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The median age of those with at least 1 current mood disorder (30) vs. those without (28) did not 
differ significantly (z = 0.017, p > .05). Of the 115 patients diagnosed with a lifetime mood 
disorder, the 67 participants carrying a current diagnosis made up over half (58.26%) of this 
group. When examining specific mood disorders, 14 (8.24%) patients met criteria for dysthymia, 
53 (31.18%) had current MDD and 48 (28.24%) had MDD in remission. Two patients (1.18%) 
met criteria for current Bipolar I disorder and 4 (2.35%) had Bipolar I Disorder in remission. 
Three patients (1.76%) were diagnosed with current Bipolar II disorder and 1 (0.59%) with 
Bipolar II disorder in remission. One person (0.59%) had Bipolar disorder NOS in remission. 
One person (0.59%) met criteria for substance induced mood disorder in remission.  
Of the 170 patients in the sample, 71 (41.76%) met criteria for at least one lifetime 
anxiety disorder. The gender breakdown was 22 (30.99%) men and 49 (69.01%) women; the two 
groups did not differ significantly (χ2 (2, 1) = 0.921, p > .05). The median age of those with at 
least 1 lifetime anxiety disorder (27) vs. those without (30) differed significantly (z = 2.099, p < 
.05). It appears that patients with at least one lifetime anxiety disorder were, on average, younger 
than those without. Fifty-four (76.06%) patients had at least one current anxiety disorder; 15 
(27.78%) men and 39 (72.22%) women. There was no significant gender difference (χ2 (2, 1) = 
1.09, p > .05). The median age of those with at least 1 current anxiety disorder (27) vs. those 
without (27) did not differ significantly (z = 0.048, p > .05). Of the 71 patients diagnosed with a 
lifetime anxiety disorder, the 54 patients carrying a current diagnosis made up three quarters 
(76.06%). When examining specific mood disorders, 29 (17.06%) patients met criteria for 
current GAD. Nine patients (5.29%) were diagnosed with current panic disorder and 10 (5.88) 
with panic disorder in remission. One person (0.59) had current agoraphobia. Twelve patients 
(7.06%) met criteria for current social anxiety and 9 (5.29%) had social anxiety in remission. 
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Seven patients endorsed symptoms consistent with current specific phobia (4.12%) and 8 
(4.71%) had specific phobia in remission. Five patients (2.94%) had current OCD and 3 (1.75%) 
had OCD in remission. Four patients (2.35) met criteria for current PTSD and 6 (3.53%) had 
PTSD in remission.  
Of the 170 patients in the sample, 51 (30%) met criteria for at least one lifetime substance 
abuse disorder. The gender breakdown was 21 (41.18%) men and 30 (58.82%) women; there 
was no significant difference between these groups (χ2 (2, 1) = 1.18, p > .05). The median age of 
those with at least 1 lifetime substance abuse disorder (31) vs. those without (28) differed 
significantly (z = -2.059, p < .05). It appears that patients with at least one lifetime substance 
abuse disorder were, on average, older than those without. Eighteen (10.59%) patients were 
diagnosed with at least one current substance abuse disorder; 8 (44.44%) men and 10 (55.56%) 
women. In terms of number of individuals with a current substance abuse disorder there was no 
significant gender difference (χ2 (2, 1) = 0.123, p > .05). The median age of those with at least 1 
current substance abuse disorder (32.5) vs. those without (32) did not differ significantly (z = 
0.888, p > .05). Of the 51 patients diagnosed with a lifetime substance abuse disorder, the 18 
patients carrying a current diagnosis made up a third (35.29%). When examining specific 
substance abuse disorder 13 (7.65%) patients met criteria for current alcohol abuse and 29 
(17.06%) had alcohol abuse in remission. One (0.59%) person was diagnosed with sedative-
hypnotic-anxiolytic abuse in remission. Seven (4.12%) patients met criteria for current cannabis 
abuse and 14 (8.24%) met criteria for cannabis abuse in remission. Two (1.18%) patients were 
diagnosed with stimulant abuse in remission. One (0.59%) met criteria for current opioid abuse 
and one (0.59%) person met criteria for opioid abuse in remission. Two (1.18%) patients met 
criteria for current cocaine abuse and 6 (3.53%) patients were diagnosed with cocaine abuse in 
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remission. Four (2.35) patients were diagnosed with hallucinogen/PCP abuse in remission. One 
(0.59%) patient had polysubstance abuse in remission.  
Of the 170 patients in the sample, 8 (4.71%) met criteria for at least 1 current somatoform 
disorder. The gender breakdown was 1 (12.5%) male and 7 (87.5%) women; there was no 
significant difference between these groups (χ2 (2, 1) = 1.89, p > .05). The median age of those 
with at least 1 current somatoform disorder (26) vs. those without (28.5) did not differ 
significantly (z = 0.668, p > .05). When examining specific somatoform disorders, 1 (0.59%) 
individual was diagnosed with current somatization disorder, 2 (1.18%) patients met criteria for 
undifferentiated somatoform disorder, 6 (3.53%) were diagnosed with body dysmorphic 
disorder. 
Of the 170 patients in the sample, 28 (16.47%) met criteria for at least one eating disorder 
at some point in their lives. The gender breakdown was 6 (21.43%) men and 22 (78.57%) 
women; there was no significant difference between these groups (χ2 (2, 1)  = 2.764, p > .05). 
The median age of those with at least 1 lifetime eating disorder (30) vs. those without (28) did 
not differ significantly (z = -0.627, p > .05). Ten (5.88%) patients were diagnosed with at least 
one current eating disorder; 3 (30%) men and 7 (70%) women. There was no significant gender 
difference (χ2 (2, 1) = 0.679, p > .05). The median age of those with at least 1 current eating 
disorder (32) vs. those without (27) did not differ significantly (z = -1.16, p >.05). Of the 28 
patients diagnosed with a lifetime eating disorder, the 10 patients carrying a current diagnosis 
made up a third (35.71%). When examining specific eating disorders, 2 (1.18%) patients met 
criteria for anorexia nervosa currently and 9 (5.29%) were in remission. Three (1.76%) 
individuals met criteria for bulimia nervosa currently and 6 (3.53%) had bulimia nervosa in 
remission. Four (2.35%) patients were diagnosed with current binge eating disorder and 5 
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(2.94%) had binge eating disorder in remission. One (0.59%) person met criteria for a current 
eating disorder not otherwise specified (NOS).  
The SNAP was used to assess personality disorders for 170 patients; 86 (50.59%) patients 
were found to have a score above normal. The gender break down was 32 (37.21%) men and 54 
(62.79%) women; chi-square analysis revealed that there was no significant gender difference (χ2 
(1, 1) = 0.338, p > .05). The median age of those with a personality disorder (28) vs. those 
without (30) did not differ significantly (z = 1.09, p >.05). The sample was examined in terms of 
the number (ranging from 0-5) of personality disorders that individuals were diagnosed with. 
Eighty-four (49.41%) patients had no personality disorder diagnosis, 33 (19.41%) were 
diagnosed with 1 personality disorder, 23 (13.53%) were diagnosed with 2 personality disorders, 
15 (8.82%) were diagnosed with 3 personality disorders, 8 (4.71%) were diagnosed with 4 
personality disorders, and 7 (4.12%) were diagnosed with 5 + personality disorders. The gender 
breakdown for each of these categories was as follows: 27 (32.93%) men and 55 women 
(67.07%) had no personality disorder diagnosis, 12 (36.36%) men and 21 (63.64%) women were 
diagnosed with 1 personality disorder, 7 (30.43%) men and 16 (69.57%) women were diagnosed 
with 2 personality disorders, 8 (53.33%) men and 7 (46.67%) women were diagnosed with 3 
personality disorders, 3 (37.5%) men and 5 (62.5%) women were diagnosed with 4 personality 
disorders and 2 (28.57%) men and 5 (71.43%) women were diagnosed with 5+ personality 
disorders. Men and women did not differ significantly in terms of the number of personality 
disorders they were diagnosed with (χ2 (2, 5) = 2.75, p > .05). When the median age of patients 
within each of these frequency categories was compared there was no significant difference (z = 
5.119, p >.05).  
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Personality disorders were also examined in terms of number of individuals that were 
categorized in each of the clusters - A, B, and C. Eleven (6.55%) patients were diagnosed with a 
Cluster A personality disorder; of these 3 (1.79%) were male and 34 (4.76%) were female. Of 
the nine (5.36%) patients diagnosed with a Cluster B personality disorder, 3 (1.79%) were male 
and 6 (3.57%) were female. Nineteen (11.31%) patients were diagnosed with a Cluster C 
personality disorder; 8 (4.76%) men and 11(6.55%) women. Eight (4.76%) patients had both 
cluster A and cluster B personality disorders; 2 (1.19%) men and 6 (3.57%) women. Twenty-six 
(15.48%) patients were diagnosed with a cluster A and a cluster C personality disorder; 12 
(7.14%) men and 14 (8.33%) women. Three women (1.79%) and no men were diagnosed with a 
cluster B and cluster C personality disorder. Ten (5.95%) patients were diagnosed with cluster A, 
B, and C personality disorders; 4 (2.38%) men and 6 (3.57%) women. When comparing the 
number of men and women categorized in each of these clusters or combination of clusters there 
was no significant difference (χ2 (2, 7) = 4.37, p > .05). The median of age of patients 
categorized in each of these clusters or combination of clusters was not significantly different (z 
= 3.570, p >.05).  
When examining specific personality disorders, 20 (11.90%) patients were diagnosed 
with paranoid personality disorder; 8 (4.76%) men and 12 (7.14%) women. These two groups 
did not differ significantly, (χ2 (1, 1) = 0.237, p > .05). Forty-one (24.40%) patients were 
diagnosed with a schizoid personality disorder; 16 (9.52%) men and 25 (14.88%) women. There 
was no significant difference between these two groups (χ2 (1, 1) = 0.363, p > .05). Of the 12 
(7.14%) patients diagnosed with a schizotypal personality disorder, 4 (2.38%) were men and 8 
(4.76%) were women, there was no significant gender difference (χ2 (1, 1) = .018, p > .05). Ten 
(5.95%) patients were diagnosed with an antisocial personality disorder; 4 (2.3%) men and 6 
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(3.57%) women. There was no significant difference between these 2 groups (χ2 (1, 1) = 0.111, p 
> .05). Twenty-one (12.5%) patients were diagnosed with borderline personality disorder; 7 
(4.17%) men and 14 (8.33%) women. There was no significant gender difference (χ2 (1, 1) = 
0.034, p > .05). Six (3.57%) women and no men were diagnosed with a histrionic personality 
disorder; the gender difference was approaching significance (χ2 (1, 1) = 3.37, p > .05). Thirty-
five (20.83%) patients were diagnosed with an avoidant personality disorder; 14 (8.33%) men 
and 21 (12.5%) women. There was no significant difference between these 2 groups (χ2 (1, 1) = 
0.462, p > .05). Eight (4.76%) patients were diagnosed with narcissistic personality disorder, 3 
(1.79%) men and 5 (2.98%) women. The two groups did not differ significantly, (χ2 (1, 1) = 
0.021, p > .05). Thirty-three (19.64%) patients met criteria for dependent personality disorder; 12 
(7.14%) men and 21 (12.5%) women. There was no significant gender difference (χ2 (1, 1) = 
0.028 p > .05). Nine (5.35%) patients met criteria for obsessive-compulsive personality disorder; 
6 (3.57%) men and 3 (1.79%) women. There was a significant gender difference (χ2 (1, 1) = 
4.154, p < .05) between the number of men and women that had an obsessive compulsive 
personality disorder diagnosis. The average age of those patients with a personality disorder and 
those without did not differ significantly (χ2 (3, 1) = 3.17, p > .05). For all 11 of the 
aforementioned personality disorders the average age of those whose SCID scores indicated that 
a diagnosis was warranted was not significantly different from the average age of those whose 
SCID scores indicated that a diagnosis was not warranted.  
The IIP measure was completed by 169 patients. The mean overall score was 1.32 (SD = 
0.57), the average IIP score of men (1.35) was not significantly different from the average IIP 
score for women (1.30) (t = 3.288, df =165, p > .05). The average overall IIP score of patients in 
each age group was not significantly different (F  (3, 165) = 0.11, p > .05) and was distributed as 
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follows: 18-30 (M = 1.33, SD = 0.52), 31-40 (M = 1.32, SD = 0.10), 41-50 (M = 1.26, SD = 
0.15), and 50+ (1.39, SD = 0.83). IIP sub-scales (Hard to be Assertive, Too Dependent, and Too 
Open) were normally distributed. The scores on the sub-scales Hard to be Sociable, Too 
Aggressive, Too Caring, Hard to be Supportive, and Hard to be Involved were not normally 
distributed. For each of the 8 sub-scales the mean scores for the whole sample was as follows: 
Hard to be Sociable = 1.25 (SD = 1.08), Hard to be Assertive = 1.86 (SD = 0.92), Too 
Aggressive = 0.99 (SD = 0.90), Too Caring = 1.44 (SD = 0.92), Hard to be Supportive = 0.74 
(SD = 0.80), Hard to be Involved = 1.21 (SD = 0.98), Too Dependent = 1.64 (SD = 0.97), and 
Too Open = 1.83 (SD = 0.95).  
The mean gender breakdown for each of the sub-scales was as follows: Hard to be 
Sociable (men: M = 1.49, SD = 0.14; women: M = 1.41, SD = 0.10), Hard to be Assertive (men: 
M = 1.84, SD = 0.09; women: M = 0.91, SD = 0.10), Too Aggressive (men: M = 0.97, SD = 
0.08; women: M = 1.39, SD = 0.11), Too Caring (men: M = 1.53, SD = 0.09; women: M = 1.77, 
SD = 0.12), Hard to be Supportive (men: M = 0.62, SD = 0.07; women: M = 1.30, SD = 0.13), 
Hard to be Involved (men: M = 1.15, SD = 0.09; women: M = 0.99, SD = 0.12), Too Dependent 
(men: M = 1.56, SD = 0.95; women: M = 1.95, SD = 0.11), and Too Open (men: M = 1.75, SD 
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Table 2 
Summary for Tests of Differences between Males and Females 
 Gender 









n M SD 
Test 
Statistic 
HRSD overall 168 59 12.19 7.70  109 13.28 8.23 t = -0.85 
HRSD severity 168 59 - -  109 - - X2 = 1.43 
   Minimal 81 32 - -  49 - - - 
   Mild 41 12 - -  29 - - - 
   Moderate 34 11 - -  23 - - - 
   Severe 12 4 - -  8 - - - 
QIDS overall 160 56 9.79 5.82  104 10.34 5.74 t = -0.57 
QIDS severity 160 56 - -  104 - - X2 = 4.15 
   Minimal 39 11 - -  28 - - - 
   Mild 50 22 - -  28 - - - 
   Moderate 38 13 - -  25 - - - 
   Severe 33 10 - -  23 - - - 
HARS overall 168 59 7.32 4.25  109 8.59 5.21 t = -1.70 
HARS severity 168 59 - -  109 - - X2 = 5.87 
   No symptoms 58 22 - -  36 - - - 
   Some symptoms 83 33 - -  50 - - - 
   Significant symptoms 27 4 - -  23 - - - 
BAI severity 164 58 - -  106 - - X2 = 8.56* 
   Minimal 59 26 - -  33 - - - 
   Mild 54 21 - -  33 - - - 
   Moderate 36 10 - -  26 - - - 
   Severe 15 1 - -  14 - - - 
Lifetime SCID disorder 142 50 - -  92 - - X2 = 0.00 
Current Axis 1 disorder 108 37 - -  71 - - X2 = 0.18 
2 or more current Axis 1 disorders 49 15 - -  34 - - X2 = 0.62 
Lifetime mood disorder 115 38 - -  77 - - X2 = 0.69 
Current mood disorder 67 23 - -  44 - - X2 = 0.12 
Lifetime anxiety disorder 71 22 - -  49 - - X2 = 0.92 
Current anxiety disorder 54 15 - -  39 - - X2 = 1.09 
Lifetime substance abuse dis. 51 21 - -  30 - - X2 = 1.18 
Current substance abuse dis. 18 8 - -  10 - - X2 = 0.12 
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Current somatoform disorder 8 1 - -  7 - - X2 = 1.89 
Lifetime eating disorder 28 6 - -  22 - - X2 = 2.76 
Current eating disorder 10 3 - -  7 - - X2 = 0.68 
SNAP overall 86 32 - -  54 - - X2 = 0.34 
Number of PDs 86 32 - -  54 - - X2 = 2.75 
   1 PD 33 12 - -  21 - - - 
   2 PDs 23 7 - -  16 - - - 
   3 PDs 15 8 - -  7 - - - 
   4 PDs 8 3 - -  5 - - - 
   5 PDs 7 2 - -  5 - - - 
Number of patients in PD clusters 78 29 - -  49 - - X2 = 4.40 
   Cluster A 55 21 - -  34 - - - 
   Cluster B 6 2 - -  4 - - - 
   Cluster C 58 24 - -  34 - - - 
   Clusters A & B 3 1 - -  2 - - - 
   Clusters A & C 35 15 - -  20 - - - 
   Clusters B & C 1 0 - -  1 - - - 
   Clusters A, B, & C 1 1 - -  0 - - - 
Number with paranoid PD 20 8 - -  12 - - X2 = 0.24 
Number with schizoid PD 41 16 - -  25 - - X2 = 0.36 
Number with schizotypal PD 12 4 - -  8 - - X2 = 0.02 
Number with antisocial PD 10 4 - -  6 - - X2 = 0.11 
Number with borderline PD 21 7 - -  14 - - X2 = 0.03 
Number with histrionic PD 6 0 - -  6 - - X2 = 3.37 
Number with avoidant PD 35 14 - -  21 - - X2 = 0.46 
Number with narcissistic PD 8 3 - -  5 - - X2 = 0.02 
Number with dependent PD 33 12 - -  21 - - X2 = 0.03 
Number with OC PD 9 6 - -  3 - - X2 = 4.15* 
IIP overall 167 59 1.35 0.62  108 1.30 0.51 F = 3.29 
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         Table 3 
         Summary for Tests of Differences for Age 





M  SD 
      Test 
Statistic 
HRSD overall 166 10.06 6.32    F = 1.22 
HRSD severity 166 12.86 8.08    F = 1.07 
   Minimal 100 12.14 8.15 - 
   Mild 42 13.12 7.82 - 
   Moderate 14 15.07 8.14 - 
   Severe 10 15.80 8.38 - 
QIDS severity 158 10.14 5.76    F = 0.56 
   Minimal 97 9.85 5.61 - 
   Mild 40 10.28 6.13 - 
   Moderate 11 10.27 6.05 - 
   Severe 10 12.30 5.76 - 
HARS severity 166 8.13 4.91    F = 0.66 
   Minimal 100 7.84 5.15 - 
   Mild 42 8.14 4.95 - 
   Moderate 14 9.71 4.08 - 
   Severe 10 8.80 2.90 - 
BAI severity 166 - -    X2 = 7.26 
   Minimal 80 - - - 
   Mild 41 - - - 
   Moderate 33 - - - 
   Severe 12 - - - 
Lifetime SCID disorder 142 - -    z = -0.48 
Current Axis 1 disorder 108 - -    z = -0.84 
2 or more current Axis 1 disorder 49 - -    z =  0.12 
Lifetime mood disorder 115 - -    z = -0.86 
Current mood disorder 67 - -    z =  0.02 
Lifetime anxiety disorder 71 - -    z =  2.10* 
Current anxiety disorder 54 - -    z =  0.05 
Lifetime substance abuse dis. 51 - -    z = -2.06* 
Current substance abuse dis. 18 - -    z =  0.89 
Current somatoform disorder 8 - -    z =  0.67 
Lifetime eating disorder 28 - -    z = -0.63 
  61 
 















Current eating disorder 10 - -    z = -1.16 
SNAP overall 168 - -    z =  1.09 
Number of PDs 85 - - X2 = 3.17 
Number of patients in PD clusters 78 - - X2 = 6.79 
Number with paranoid PD 19 - -  X2 = 2.70 
Number with schizoid PD 41 - - X2 = 0.56 
Number with schizotypal PD 12 - - X2 = 1.30 
Number with antisocial PD 10 - - X2 = 2.45 
Number with borderline PD 21 - - X2 = 1.42 
Number with histrionic PD 6 - - X2 = 2.51 
Number with avoidant PD 35 - - X2 = 1.87 
Number with narcissistic PD 8 - - X2 = 4.04 
Number with dependent PD 33 - - X2 = 3.32 
Number with OC PD 9 - -  X2 = 8.58* 
IIP overall 166 1.32 0.55    F = 0.08 
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Aim 1: Examining the correlation between depression, overall interpersonal distress, and 
specific interpersonal problems. 
Hypothesis 1: Severity of interpersonal distress will be significantly correlated with 
severity of depression. To investigate if greater interpersonal distress is related to severity of 
depression, the whole sample (N = 167) was analyzed. Pearson correlations were performed 
between the IIP-32 and two measures of depression—a self-report measure (QIDS) and a 
clinician-rated measure (HRSD). Reports of interpersonal difficulty (elevation on the IIP) were 
significantly correlated with both the QIDS (r = .57, p < .01) and the HRSD (r = .46, p < .01). 
This suggests that as severity of depression increases so does interpersonal distress.  
 As the IIP-32 is the primary outcome measure used in this study, we also considered the 
correlation between interpersonal distress and a number of other key variables that have been 
correlated with interpersonal distress and/or depression. Specifically, the overall IIP-32 score 
was positively correlated with results from both anxiety measures (HAM: r = .38, p < .01; BAI: 
r= .40, p < .01), SCID ≥ 2 (r = .25, p < .01), severity of personality disorders (r = .65, p < .01) 
and all three personality disorder clusters (Cluster A: r = .47, p < .01; Cluster B: r = .36, p < .05, 
Cluster C: r = .49, p < .01). These correlations informed the decision to control for a number of 
factors in subsequent analyses.  
Research Question 1: What is the correlation between severity of depression and 
difficulty on each of the IIP-32 sub-scales? To gain a greater understanding of the relationship 
between severity of depression and interpersonal difficulty, the correlation between depression 
and scores on each of the eight IIP-32 sub-scales was investigated. These analyses were based on 
the whole sample (N = 167). As the distribution of individual IIP sub-scales was non-normal, 
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Pearson correlations were performed between the IIP-32 sub-scales and two measures of 
depression, a self-report measure (QIDS) and a clinician-rated measure (HRSD).  
 As the IIP-32 sub-scales are considered for all subsequent analyses, we also examined the 
correlation between each sub-scale and several key variables that have been correlated with 
interpersonal distress and/or depression. Given the number of IIP-32 sub-scales, we first 
considered how they correlated with age and measures of Axis I pathology and then how they 
correlated with measures of Axis II pathology.  
Correlation of reported interpersonal problems and Axis I disorders. A significant 
correlation between depression (assessed with the HRSD and the QIDS) and the following 
interpersonal problems was found: hard to be sociable (HRSD: r = .36, p < .01; QIDS: r = .47, p 
< .01), hard to be assertive (HRSD: r = .28, p < .01; QIDS: r = .36, p < .01), too aggressive 
(HRSD: r = .31, p < .01; QIDS: r = .37, p < .01), too caring (HRSD: r = .35, p < .01; QIDS: r = 
.31, p < .01) and too dependent (HRSD: r = .42, p < .01; QIDS: r = .50, p < .01). These findings 
suggests that when individuals are more depressed they also have more difficulty with being too 
aggressive, too caring and too dependent in their interpersonal relationships and have greater 
difficulty being sociable and assertive. Difficulty with being involved is significantly correlated 
with the QIDS (r = .18, p < .05) but not the HRSD. Difficulty with being supportive and 
difficulty with being open are not significantly correlated with scores on either the HRSD or the 
QIDS. It appears that these interpersonal problems are not related to depression. In summary it 
appears that as depression becomes more severe individuals have greater difficulty with the 
majority of interpersonal problems captured by the IIP. 
In terms of anxiety, there was a significant correlation between measures of anxiety  
(HARS and BAI) and several interpersonal problems. Specifically, hard to be sociable (HARS: r 
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= .70, p < .01; BAI: r = .30, p < .01), hard to be assertive (HARS: r = .65, p < .01; BAI: r = .21, 
p < .01), too dependent (HARS: r = .77, p < .01; BAI: r = .39, p < .01), too aggressive (HARS: r 
= .58, p < .01; BAI: r = .31, p < .01), and too caring (HARS: r = .47, p < .01; BAI: r = .31, p < 
.01). Scores on the HARS, but not the BAI, correlated with the sub-scales, hard to be supportive 
(HAM: r = .56, p < .01) and hard to be involved (HAM: r = .56, p < .01). There was no 
correlation between the sub-scale ‘too open’ and either of the anxiety measures.  
 There was also a significant positive correlation between the SCID ≥ 2 variable and the 
hard to be sociable (r = .34, p < .01), too dependent (r = .51, p < .01), and too aggressive (r = 
.18, p < .05) sub-scales. This suggests that when individuals have comorbid Axis I disorders they 
also have greater difficulty in the aforementioned areas.  
Correlation of reported interpersonal problems and personality disorder variables. For 
Axis II pathology, severity of PD was significantly positively correlated with seven of the eight 
sub-scales. Specifically, hard to be sociable (r = .55, p < .01), hard to be assertive (r = 36, p < 
.01), hard to be supportive (r = .34, p < .01), hard to be involved (r = .34, p < .01), too dependent 
(r = .46, p = .01), too aggressive (r = .45, p < .01), and too caring (r = .29, p < .01). We also 
examined each of the personality disorder clusters. There was a positive correlation between 
having a Cluster A personality disorder and increased difficulty with the same seven 
interpersonal problems that were correlated with severity of PD. Specifically, hard to be sociable 
(r = .55, p < .01), hard to be assertive (r = .24, p < .01), hard to be supportive (r = .26, p < .01), 
hard to be involved (r = .32, p < .01), too dependent (r = .26, p < .01), too aggressive (r = .20, p 
< .01) and too caring (r = .17, p < .01). Having a Cluster B personality disorder positively 
correlated with scores on the hard to be sociable (r = .24, p < .01), hard to be supportive (r = .25 
p < .01), too dependent (r = .29, p < .01), and too aggressive (r = .52, p < .01) sub-scales. 
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Presence of a Cluster C personality disorder was positively correlated with scores on the hard to 
be sociable (r = .39, p < .01), hard to be assertive (r = .39, p < .01), hard to be involved (r = .23 p 
< .01), too dependent (r = .44, p = .01), too aggressive (r = .18, p < .01), and too caring (r = .32, 
p < .01) sub-scales. These findings suggest that as an individual’s PD severity increases, they 
also have increased difficulty with various interpersonal behaviors. When examining personality 
disorder clusters, we see some variation in the specific interpersonal problems they correlate 
with. However, several interpersonal problems (hard to be sociable, too dependent, and too 















































































































































































































































































































































































































































































































































































     






















































































































































































































































































































































































































































































































































































































































































    





















































































































































































































































































































































































































































































































































Aim 2: Investigate whether interpersonal distress and interpersonal problems vary 
according to depression. 
 To investigate this aim, three groups were drawn from the sample. The selection process 
was based on SCID assessments, which were completed by 169 patients (data missing for one 
case). The depressive disorders group consisted of 62 (36.47%) individuals who, based on the 
SCID, were diagnosed with current MDD (n = 48), dysthymia (n = 9), or double depression (n = 
5). The non-depressed comparison group consisted of 65 (38.24%) cases that, according to the 
SCID, had no MDD or dysthymia. The in-remission group consists of 43 (25.29%) patients 
whose depression was in partial (n = 21) or full remission (n = 22). When a preliminary chi-
squared test was conducted, only the partial remission and in-remission groups differed 
significantly based on the number of individuals with two or more SCID disorders, χ2 (1) = 4.62, 
p < .05; four (9.30%) individuals in the partial remission group had two or more Axis I disorders 
versus zero in the full remission group. These differences were relatively small and, to bolster 
power, we decided to combine the full and partial remission groups. The three groups (non-
depressed, currently depressed, and in-remission) also differed in terms of a number of other 
variables (i.e., HRSD, HARS, number of patients diagnosed with a PD, number of individuals 
falling into each PD severity category, and number of individuals with two or more Axis I 
disorders including MDD or dysthymia). For the full test results, refer to Appendix C. 
 Hypothesis 2a. Individuals with a current depressive disorder (MDD and/or dysthymia) 
will have greater interpersonal distress than those with no depressive disorder.  
  Hypothesis 2b. The interpersonal distress of individuals with depression in remission 
(MDD in full or partial remission) will be significantly more severe than the interpersonal 




Hypothesis 2c. The interpersonal distress of individuals with depression in remission 
(MDD in full or partial remission) will be significantly less severe than the interpersonal distress 
of individuals who are currently depressed (current MDD and/or dysthymia). 
 Primary analysis: overall IIP score. A one-way ANOVA was conducted to test if overall 
interpersonal distress varied by group (current depressive disorder, no depressive disorder, and 
depression in remission). Interpersonal difficulty differed significantly across the 3 groups, F (2, 
166) = 4.1, p < .05. Tukey post-hoc comparisons of the 3 groups indicated that the currently 
depressed group (M = 1.49, SD = 0.56) had significantly higher IIP scores, indicating more 
interpersonal distress than the no depressive disorder group (M = 1.22, SD = 0.61). As 
hypothesized, the currently depressed groups had significantly greater interpersonal distress than 
the non-depressed group. Hypotheses 2b and 2c were not supported. Comparisons between the 
in-remission group and the other two groups (no depressive disorders group and currently 
depressed group) were not significant.  
 An ANCOVA was then conducted controlling for anxiety, severity of personality 
disorders, a SCID diagnosis other than MDD and dysthymia, and comorbidity (two or more 
SCID disorders, including MDD and dysthymia). There was no longer a significant difference 
between the three groups, F (2, 155) = 0.43, p > .05. The only significant variable was severity 
of personality disorders. There appears to be a significant difference in interpersonal difficulty 
between the different personality disorder severity groups, F (5, 155) = 26.66, p < .05. Tukey 
post-hoc comparisons of the five PD severity categories indicated a difference in interpersonal 
difficulty between individuals with no PD diagnosis (M = 1.03, SD = 0.42) and those with 1 (M = 
1.33, SD = 0.33), 2 (M = 1.68, SD = 0.36), 3 (M = 1.70, SD = 0.45), 4 (M = 2.16, SD = 0.42), and 




with 1 (M = 1.33, SD = 0.33) personality disorder and those with 2 (M = 1.68, SD = 0.36), 3 (M 
= 1.70, SD = 0.45), 4 (M = 2.16, SD = 0.42), and 5+ (M = 2.17, SD = 0.26) personality disorders. 
Individuals diagnosed with 2 (M = 1.68, SD = 0.36) personality disorders also differed from 
those with 4 (M = 2.16, SD = 0.42) or 5+ (M = 2.17, SD = 0.26) PD diagnoses. 
 A second ANCOVA was conducted to examine whether there is an interaction between 
depression and personality disorders. The interaction term was not significant, F (9, 146) = 0.66, 
p > .05. The severity of PD variable remained significant, F (5, 146) = 23.87, p < .05.  
Secondary analysis: overall IIP score. From our initial analysis it appeared that 
depression did influence the level of overall interpersonal distress; however this difference 
became non-significant when controlling for several factors. Specifically, PD severity became 
significant, which suggests that interpersonal difficulty differs based on the severity of an 
individual’s PD rather than their depressive status. We were surprised that the two significant 
factors, depression and severity of PD, did not interact. A possible reason for this is that the PD 
factor is comprised of 6 levels (0-5) and the depression factor is comprised of 3 levels 
(depressed, depression in remission, and non-depressed). These levels result in the interaction 
term having 18 levels, hence compromising our ability to detect differences in our relatively 
small sample. Consequently, we decided to divide the depressed group into those diagnosed with 
at least one PD (n = 39) and those diagnosed with no PD (n = 23).  
 A one-way ANOVA was conducted to test whether overall interpersonal distress varied 
by these four groups (current depressive disorder with PD, current depressive disorder without 
PD, no depressive disorder, and depression in remission). Interpersonal difficulty differed 
significantly across the four groups, F (3, 166) = 12.41, p < .05. Tukey post-hoc comparisons of 




significantly higher IIP scores, indicating more interpersonal difficulty than the other three 
groups—no depressive disorder (M = 1.22, SD = 0.61), depression in remission (M = 1.25, SD = 
0.48), and depressive disorder without PD (M = 1.03, SD = 0.42).  
 An ANCOVA was then conducted controlling for anxiety, a SCID diagnosis other than 
MDD and dysthymia, and comorbidity (defined as two or more SCID disorders, including MDD 
and dysthymia). The difference between the depressive disorders group remained significant, F 
(3, 166) = 10.81, p < .01. The only other significant variable was anxiety. There appears to be a 
significant difference in interpersonal difficulty between the different severity levels of anxiety, 
F (2, 167) = 3.17, p < .05. Tukey post-hoc comparisons of the anxiety severity levels indicated a 
difference in interpersonal difficulty between individuals with minimal anxiety symptoms (M = 
1.10, SD = 0.45) and those with some (M = 1.39, SD = 0.60) as well as significant (M = 1.56, SD 
= 0.39) anxiety symptoms.  
 A second ANCOVA was conducted to examine whether an interaction exists between 
depression and anxiety. The interaction term was not significant, F (6, 160) = 0.60, p > .05. The 
depression group variable remained significant, F (3, 166) = 0.60, p < .01. 
Research Question 2. Will the specific interpersonal problems of individuals with 
different depression diagnoses (depression, no depression, and depression in remission) differ?  
 Primary analysis: specific IIP sub-scale scores. Of the eight sub-scales, three were 
normally distributed (hard to be assertive, too dependent, and too open) and five were not 
normally distributed (hard to be sociable, too aggressive, too caring, hard to be supportive, and 
hard to be involved). For consistency, all sub-scales were treated as non-normal and analyzed 




 The three groups differed significantly on three IIP sub-scales, hard to be sociable, χ2 (2) 
= 7.03, p < .05, too aggressive, χ2 (2) = 6.84, p < .05, and too dependent, χ2 (2) = 9.32, p < .01. 
For the hard to be sociable sub-scale, post-hoc tests indicated that the non-depressed group 
differed from the currently depressed group. This suggests that individuals who are currently 
depressed (M = 1.72, SD = 1.12) find it harder to be sociable in interpersonal relationships than 
those individuals who are not depressed (M = 1.24, SD = 1.11). For the too aggressive sub-scale, 
post-hoc tests indicate that the non-depressed group differs from the currently depressed group. 
Individuals who are currently depressed (M = 1.23, SD = 0.98) have more difficulty with being 
too aggressive in their interpersonal relationships than those individuals who are not depressed 
(M = 0.86, SD = 0.91). For the IIP sub-scale, too dependent, post-hoc tests indicated that the non-
depressed group differed from the currently depressed group and that the in-remission group 
differed from the currently depressed group. It appears that the currently depressed group (M = 
1.92, SD = 1.00) had significantly more difficulty with being too dependent in their interpersonal 
relationships than both the in-remission (M = 1.44, SD = 0.97) and non-depressed (M = 1.50, SD 
= 0.89) groups.  
Secondary analysis: specific IIP sub-scale scores. Considering the division of the 
depressed group into separate PD categories (with versus without PD), differences between the 
four depression diagnosis groups on each of the subscales was examined. These four groups 
differed significantly on five IIP subscales—hard to be sociable, χ2 (3) = 19.91, p < .01, hard to 
be assertive, χ2 (3) = 14.53, p < .01, too aggressive, χ2 (3) = 13.14, p < .01, too caring, χ2 (3) = 
10.20, p < .05, and too dependent, χ2 (3) = 27.04, p < .01. For the hard to be sociable subscale, 
post-hoc tests indicated that the depressed with PD group (M = 2.12, SD = 1.08) differed from 




without PD (M = 1.05, SD = 0.84) groups. The same trend was observed in the post-hoc analysis 
of the hard to be assertive subscale. The depressed with PD group (M = 2.33, SD = 0.76) had 
significantly greater distress than the non-depressed (M = 1.76, SD = 0.98), in-remission (M = 
1.72, SD = 0.89), and depressed without PD (M = 1.57, SD = 0.82) groups. Similarly, post-hoc 
analysis for the subscale, too dependent, indicated that the depressed with PD group (M = 2.31, 
SD = 0.88) had significantly greater distress than the non-depressed (M = 1.50, SD = 0.89), in-
remission (M = 1.44, SD = 0.97), and depressed without PD (M = 1.26, SD = 0.85) groups. For 
the too aggressive subscale, the depressed with PD group (M = 1.47, SD = 1.04) differed 
significantly from the non-depressed (M = 0.86, SD = 0.91) and in-remission (M = 0.84, SD = 
0.70) groups. For the too caring subscale, the depressed with PD group (M = 1.80, SD = 1.01) 
differed significantly from the non-depressed group (M = 1.23, SD = 0.71).  
 Results from comparing the 4 groups on the overall IIP score and the IIP sub scale scores 
consistently indicate that having depression and a PD is associated with significantly greater 
impairment in interpersonal functioning than having no depression, depression in remission 
and/or depression without a PD. These secondary analyses, which involved considering 
depression with a PD and depression without a PD, provide a far more nuanced understanding of 
the relationship between depression and interpersonal difficulty. It appears that the overlay of PD 
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Aim 3. Investigate whether overall interpersonal distress and specific interpersonal 
problems differ based on depression severity. 
To address this research aim, depression severity was defined as either clinical or non-
clinical based on a clinician-rated measure (HRSD) and a self-report measure (QIDS). 
Individuals were first grouped according to HRSD severity categories defined by the principal 
investigator  (minimal [scores of 0-11], mild [scores of 12-17], moderate [scores of 18-26] and 
severe [scores of 27 and greater]) and the conventional QIDS severity categories (no depression 
[scores of 0-5], mild [scores of 6-10], moderate [scores of 11-15], severe [scores of 16-20], and 
very severe [scores of 21-27]).  Severity categories were collapsed to create clinical and non-
clinical groups. The decision on which severity categories to collapse was arrived at following 
consultation with the principal investigator and other several other researchers.  
Clinical and Non-clinical Depression Defined by HRSD. The non-clinical group 
consisted of 122 individuals whose scores fell in the minimal and mild categories and the clinical 
group consisted of 45 individuals whose scores fell in the moderate and severe categories. 
Conducting a chi-squared test, the groups differed in terms of scores above normal on the SNAP, 
having a comorbid Axis I disorder (defined according to the SCID), and severity of anxiety. 
These factors were controlled for in group comparisons. For full test results, refer to Appendix 
D. 
Hypothesis 3a. The interpersonal distress of the clinically depressed group (defined as 
having a clinically severe level of depression as assessed by the HRSD) will be significantly 
greater than the interpersonal distress of the non-clinically depressed group (defined based on the 




 Primary analysis: overall IIP score. An ANOVA was conducted to see if overall 
interpersonal distress varied by group (non- clinical [M = 1.16, SD = 0.49] versus clinical 
depression [M = 1.73, SD = 0.48]) and was found to be significant, F (1, 166) = 44.34, p < .05. 
An ANCOVA was conducted to see if these differences remained significant when controlling 
for several factors: anxiety (defined based on the HARS as mild, moderate, or severe), an Axis I 
disorder other than MDD and dysthymia, presence of a comorbid Axis I disorder, and severity of 
personality disorders. For the depression factor, differences in interpersonal difficulty between 
the non-clinically and clinically depressed groups remained significant, F (1, 167) = 5.17, p < 
.05. In addition the severity of personality disorder variable was significant, F (5, 163) = 21.41, p 
< .01), indicating that the five PD severity groups differed in interpersonal distress.  
 The interpersonal distress of individuals with no personality disorders (n = 83, M = 1.00, 
SD = 0.50) was significantly different from those with 1 (n = 33, M = 1.33, SD = 0.33), 2 (n = 
23, M = 1.68, SD = 0.36), 3 (n = 15, M = 1.70, SD = 0.45), 4 (n = 8, M = 2.16, SD = 0.42) or 5+ 
(n = 7, M = 2.17, SD = 0.26) personality disorders. There was also a significant difference in 
interpersonal distress between individuals with 1 personality disorder (n = 33, M = 1.33, SD = 
0.33) and those with 2 (n = 23, M = 1.68, SD = 0.36), 3 (n = 15, M = 1.70, SD = 0.45), 4 (n = 8, 
M = 2.16, SD = 0.42), or 5+ (n = 7, M = 2.17, SD = 0.26) personality disorders.  
 The ANCOVA was repeated including an interaction term to examine whether 
differences in interpersonal distress between the two groups were due to the severity of 
personality disorders. This interaction term was not significant, F (5, 163) = 0.20, p > .05. The 
depression factor was no longer significant, F (1, 167) = 3.40, p > .05; however the severity of 




Secondary analysis: overall IIP score. From our initial analysis it appeared that 
depression did influence the level of overall interpersonal distress. Furthermore, PD severity 
became significant when controlling for several factors, which suggests that interpersonal 
difficulty differs based on the severity of an individual’s personality disorder. We were surprised 
that the two significant factors, depression and severity of PD, did not interact. A possible reason 
for this is that the PD factor consists of 6 levels (0-5) and the depression factor consists of 2 
levels (non-clinical and clinical). These levels result in the interaction term having 12 levels, 
hence compromising our ability to detect differences in our relatively small sample. Given the 
significance of PD severity we decided that further investigation was merited, thus we divided 
the non-clinical and clinical groups into individuals diagnosed with at least one PD and those 
diagnosed with no PD. This resulted in four groups: non-clinical without PD (n = 72), non-
clinical with PD (n = 50), clinical with PD (n = 36), and clinical without PD (n = 9).  
 An ANOVA was conducted to see if overall interpersonal distress varied by the four 
aforementioned groups; a significant group difference was found, F (3, 164) = 41.90, p < .05. 
Specifically, the clinical with PD group (M = 1.87, SD = 0.43) differed significantly from the 
other three groups (clinical without PD [M = 1.18, SD = 0.20], non-clinical with PD [M = 1.47, 
SD = 0.43], and non-clinical without PD [M = 0.96]). This group difference remained significant 
after controlling for several factors, such as anxiety (defined based on the HARS as mild, 
moderate, or severe), an Axis I disorder other than MDD and dysthymia, and the presence of a 
comorbid Axis I disorder.  
Research Question 3a. Will the specific interpersonal problems of the clinically 




the HRSD) differ from the interpersonal problems of the non-clinically depressed group (defined 
based on the absence of a clinically severe level of depression as assessed by the HRSD)? 
 Primary analysis: specific IIP subscale scores. Of the eight subscales, three were 
normally distributed (hard to be assertive, too dependent, and too open) and five were not 
normally distributed (hard to be sociable, too aggressive, too caring, hard to be supportive, and 
hard to be involved). For consistency, all subscales were treated as non-normal and analyzed 
using a nonparametric method; specifically, a Kruskal-Wallis test was used.  
 Analysis of the two groups (non-clinical and clinical depression) revealed that there was 
a significant difference on the following subscales: hard to be sociable (non-clinical M = 1.21, 
SD = 0.99; clinical M = 2.06, SD = 1.00), hard to be assertive (non-clinical M = 1.70, SD = 0.91; 
clinical M = 2.24, SD = 0.78), hard to be involved (non-clinical M = 1.12, SD = 0.95; clinical M 
= 1.44, SD = 1.01), too aggressive (non-clinical M = 0.78, SD = 0.70; clinical M = 1.51, SD = 
1.07), too caring (non-clinical M = 1.30, SD = 0.87; clinical M = 1.85, SD = 0.94), and too 
dependent (non-clinical M = 1.41, SD = 0.88; clinical M = 2.24, SD = 0.89). For each of these 
subscales the clinically depressed group had a significantly higher mean score than the non-
clinical group.  
Secondary analysis: specific IIP subscale scores. Considering the division of the non-
clinical and clinical groups into with PD and without PD, differences between the four groups on 
each of the subscales was examined. The four groups differed significantly on seven of the eight 
IIP subscales: hard to be sociable, χ2 (3, 165) = 50.06, p <  .01; hard to be assertive, χ2 (3, 165) = 
25.90, p <  .01; hard to be supportive, χ2 (3, 165) = 9.49, p <  .05; hard to be involved, χ2 (3, 165) 
= 17.90, p <  .01; too aggressive, χ2 (1, 165) = 26.45, p <  .01; too caring, χ2 (3, 165) = 17.20, p <  




 On the hard to be sociable subscale, the non-clinical without PD group (M = 0.82, SD = 
0.76) differed significantly from both the non-clinical with PD (M = 1.77, SD = 1.03) and 
clinical with PD (M = 2.26, SD = 0.96) groups. For the hard to be assertive subscale, the non-
clinical without PD group (M = 1.46, SD = 0.81) differed from the non-clinical with PD group 
(M = 2.04, SD = 0.95) and the clinical with PD group (M = 2.31, SD = 0.76). Similarly, on the 
hard to be involved subscale, the non-clinical without PD group (M = 0.88, SD = 0.86) differed 
significantly from both the non-clinical with PD group (M = 1.46, SD = 0.81) and the clinical 
with PD group (M = 1.57, SD = 1.04). The same trend was noted on the too dependent subscale, 
where the non-clinical without PD group (M = 1.11, SD = 0.73) differed significantly from the 
non-clinical with PD group (M = 1.86, SD = 0.89) and the clinical with PD group (M = 2.43, SD 
= 0.77). On this subscale, the clinical with PD group (M = 2.43, SD = 0.77) also differed 
significantly from the clinical without PD (M = 1.47, SD = 0.96) and non-clinical with PD (M = 
1.86, SD = 0.89) groups. For the too caring subscale, the non-clinical without PD group (M = 
0.73, SD = 0.68) differed significantly from the clinical with PD (M = 1.92, SD = 0.96) group. 
On the too aggressive subscale, the clinical with PD group (M = 1.73, SD = 1.05) differed 
significantly from the other three groups: non-clinical without PD (M = 0.73, SD = 0.68), clinical 
without PD (M = 0.64, SD = 0.63), and non-clinical with PD (M = 0.85, SD = 0.73). 
  Results from comparing the four groups on the overall IIP score indicate significantly 
greater overall interpersonal distress when individuals are depressed and have a personality 
disorder. When examining the differences between groups on each of the subscales it appears 
that for four of the eight interpersonal problems subscales (hard to be sociable, hard to be 
assertive, hard to be involved, and too dependent), individuals who were depressed with a PD 




who were neither depressed nor had a personality disorder. For the subscale, too caring, the 
group with depression and a PD had significantly higher scores than the group with no 
depression and no PD. On the subscale, too dependent, the clinical with PD group differed from 
the clinical without PD and non-clinical with PD groups, having higher scores. On the subscale, 
too aggressive, the clinical with PD group differed from the other three groups (Clinical without 
PD, Non clinical without PD and non-clinical with PD), again having higher scores.  
 It appears that, as with Aim 1, this secondary analysis, which involved investigating 
different constellations of depression and PD, provides a more nuanced understanding of the 
relationship between depression and interpersonal difficulty. It bolsters the findings from Aim 1; 
specifically, that being being depressed with a comorbid PD results in the greatest overall 
interpersonal distress. However, for several specific subscales we see a trend indicating that, 
irrespective of depression, having a PD is associated with greater interpersonal difficulty. 
Although there is some variation of group differences for the subscales, what we see across the 
board is that being depressed with a PD results in greater overall and specific interpersonal 
distress. 
 Clinical and Non-clinical Depression Defined by QIDS. The non-clinical group 
comprised of individuals whose scores fell in the no depression and mild depression categories 
(n = 89). The clinical group consisted of individuals whose scores fell in the moderate, severe, 
and very severe categories (n = 70). When conducting a chi-squared test, the groups differed 
based on whether they had a SNAP score above normal, a comorbid Axis I disorder (defined 





Hypothesis 3b. The interpersonal distress of the clinically depressed group (defined 
based on clinically severe levels of depression as assessed by the QIDS) will be significantly 
greater than the interpersonal distress of the non-clinically depressed group (defined based on the 
absence of a clinically severe level of depression as assessed by the QIDS).  
Primary analysis: overall IIP score. An ANOVA was conducted to see if overall 
interpersonal distress varied by group (non-clinical and clinical depression) and was found to be 
significant, F (1, 159) = 66.11, p < .05. The mean interpersonal distress reported for the non-
clinical group was 1.05 and it was 1.66 for the clinical group. 
 An ANCOVA was conducted to see if these differences remained significant when 
controlling for several factors, including: anxiety (defined based on the HARS as mild, moderate, 
or severe), an Axis I disorder other than MDD and dysthymia, a comorbid Axis I disorder, and 
severity of PD. For the depression factor, differences in interpersonal difficulty between the non-
clinical and clinical groups remained significant, F (1, 169) = 16.28, p < .01. In addition, the 
severity of personality disorder variable was significant, F (5, 165) = 18.63, p < .01, indicating 
that the five PD severity groups differed in interpersonal distress.  
 The interpersonal distress of individuals with no personality disorders (n = 83, M = 1.00, 
SD = 0.50) was significantly different from those with 1 (n = 33, M = 1.33, SD = 0.33), 2 (n = 
23, M = 1.68, SD = 0.36), 3 (n = 15, M = 1.70, SD = 0.45), 4 (n = 8, M = 2.16, SD = 0.42) or 5+ 
(n = 7, M = 2.17, SD = 0.26) personality disorders. There was also a significant difference in 
interpersonal distress between individuals with 1 personality disorder (n = 33, M = 1.33, SD = 
0.33) and those with 2 (n = 23, M = 1.68, SD = 0.36), 3 (n = 15, M = 1.70, SD = 0.45), 4 (n = 8, 




 The ANCOVA was repeated including an interaction term to examine whether 
differences in interpersonal distress between the two groups were due to the severity of PD. This 
interaction term was not significant, F (5, 165 = 0.56, p > .05. The depression factor remained 
significant, F (1, 169) = 10.06, p < .01, as did the severity of PD factor, F (5,165) = 15.78, p < 
.01. 
Secondary analysis: overall IIP score. From our initial analysis it appeared that 
depression did influence the level of overall interpersonal distress. Furthermore, when 
controlling for several factors PD severity became significant, which suggests that interpersonal 
difficulty differs based on an individual’s PD severity. Again we were surprised that the two 
significant factors, depression and severity of PD, did not interact. A possible reason for this is 
that the PD factor consists of 6 levels (0-5) and the depression factor consists of 2 levels (non-
clinical and clinical). These levels result in the interaction term having 12 levels, hence 
compromising our ability to detect differences in our relatively small sample. Given the 
significance of PD severity, we decided that further investigation was merited, thus we divided 
the non-clinical and clinical groups into individuals diagnosed with at least one PD and those 
diagnosed with no PD. This resulted in four groups: non-clinical without PD (n = 58), non-
clinical with PD (n = 31), clinical with PD (n = 51), and clinical without PD (n = 19).  
 An ANOVA was conducted to see if overall interpersonal distress varied among the four 
groups (non-clinical without PD, non-clinical with PD, clinical with PD, and clinical without 
PD). A significant group difference was found, F (3, 157) = 47.39, p < .01. Specifically, the 
clinical with PD group (M = 1.82, SD = 0.41) differed significantly from the other three 
groups—clinical without PD (M = 1.25, SD = 0.24), non-clinical with PD (M = 1.36, SD = 0.41), 




group (M = 0.89, SD = 0.44) differed significantly from the clinical without PD (M = 1.25, SD = 
0.24) and non-clinical with PD (M = 1.36, SD = 0.41) groups. This group difference remained 
significant after controlling for several factors, such as anxiety (defined based on the HARS as 
mild, moderate, or severe), the presence of an Axis I disorder other than MDD and dysthymia, 
and a comorbid Axis I disorder, F (3, 157) = 35.55, p < .01. 
 Results from comparing the four groups on the overall IIP score again indicate 
significantly greater overall interpersonal distress when individuals are depressed and have a PD. 
Furthermore, there appears to be a difference in overall interpersonal distress between being 
“psychiatrically healthy” (defined as having no depression and no personality disorder) and 
having either a clinical level of depression or a PD. 
Research Question 3b. Will the specific interpersonal problems of the clinically 
depressed group (defined as having a clinical level of depression as assessed by the QIDS) differ 
from the interpersonal problems of the non-clinically depressed group (defined as the absence of 
a clinical level of depression as assessed by the QIDS)?  
Primary analysis: specific IIP subscale scores. Of the eight subscales, three were 
normally distributed (hard to be assertive, too dependent, and too open) and five were not 
normally distributed (hard to be sociable, too aggressive, too caring, hard to be supportive, and 
hard to be involved). For consistency, all subscales were treated as non-normal and analyzed 
using a nonparametric method; specifically, a Kruskal-Wallis test was used.  
 Analysis of the two groups (non-clinically and clinically depressed) revealed that there 
was a significant difference between them on the following subscales: hard to be sociable (non-
clinical M = 1.01, SD = 0.88; clinical M = 2.02, SD = 1.05), hard to be assertive (non-clinical M 




= 0.93; clinical M = 1.40, SD = 0.97), too aggressive (non-clinical M = 0.72, SD = 0.69; clinical 
M = 1.34, SD = 0.99), too caring (non-clinical M = 1.20, SD = 0.82; clinical M = 1.79, SD = 
0.96), and too dependent (non-clinical M = 1.26, SD = 0.85; clinical M = 2.15, SD = 0.84). For 
each of these subscales the clinically depressed group had a significantly higher mean score than 
the non-clinical group. 
Secondary analysis: specific IIP subscale scores. Considering the division of the non-
clinical and clinical groups into individuals with PD and without PD, differences between the 
four groups on each of the subscales were examined. The four groups differed significantly on 
seven of the eight IIP subscales, namely: hard to be sociable, χ2 (3, 165) = 56.79, p < .01; hard to 
be assertive, χ2 (3, 165) = 28.40, p < .01; hard to be supportive, χ2 (3, 165) = 8.05, p < .05; hard 
to be involved, χ2 (3, 165) = 17.70, p < .01; too aggressive, χ2 (1, 165) = 23.16, p < .01; too 
caring, χ2 (3, 165) = 19.60, p < .01; and too dependent, χ2 (3, 165) = 54.06, p < .01. 
 There were several subscales in which the healthiest group, non-clinical without PD, 
differed from the most impaired group, clinical with PD. Specifically, hard to be sociable (non-
clinical without PD [M = 1.38, SD = 0.83] versus clinical with PD [M = 2.31, SD = 0.84]), too 
aggressive (non-clinical without PD [M = 0.66, SD = 0.65] versus clinical with PD, [M = 1.50, 
SD = 1.03]), and too caring (non-clinical without PD [M = 1.14, SD = 0.79] versus clinical with 
PD [M = 1.90, SD = 0.92]).  
 In addition, for several subscales, the healthiest group, which had neither depression nor 
PD, differed from both groups with PD (clinical with PD and non-clinical with PD). On the hard 
to be sociable subscale, the non-clinical without PD group (M = 0.70, SD = 0.68) had a 
significantly lower mean score than the non-clinical with PD group (M = 1.59, SD = 0.92) and 




be involved subscale. The mean for the non-clinical without PD group (M = 0.84, SD = 0.89) 
was significantly lower than the non-clinical with PD (M = 1.38, SD = 0.83) and clinical with PD 
(M = 1.53, SD = 1.02) groups. Similarly, on the too dependent subscale, the non-clinical without 
PD group (M = 1.04, SD = 0.72) again had a lower mean than the non-clinical with PD group (M 
= 1.66, SD = 0.95) and the clinical with PD group (M = 2.36, SD = 0.76). 
 Although these findings suggest that the clinical with PD and the non-clinical with PD 
groups are comparable because they both differ significantly from the non-clinical without PD 
group on several of the aforementioned subscales, the results also indicate that the clinical with 
PD group is significantly more interpersonally distressed than the less psychiatrically impaired 
groups (clinical without PD and non-clinical with PD). Significant differences were found 
between the clinical with PD group and the non-clinical with PD group on the following 
subscale: too aggressive (non-clinical with PD [M = 0.83, SD = 0.75] versus clinical with PD [M 
= 1.50, SD = 1.03]), too caring (non-clinical with PD [M = 1.33, SD = 0.87] versus clinical with 
PD [M = 1.90, SD = 0.92]), and too dependent (non-clinical with PD [M = 1.66, SD = 0.95] 
versus clinical with PD [M = 2.36, SD = 0.76]). The difference between the clinical with PD 
group and the clinical without PD group lies on the subscale, hard to be sociable (clinical without 
PD [M = 1.37, SD = 0.85] versus clinical with PD [M = 2.26, SD = 1.02]) and too dependent 
(clinical without PD [M = 1.57, SD = 0.79] versus clinical with PD [M = 2.36, SD = 0.76]).  
 When examining the difference between groups on each of the subscales we again see a 
difference between the most- and least-impaired groups (non-clinical without PD and clinical 
with PD, respectively). Interestingly, although the non-clinical without PD group differed from 
both groups with a PD (clinical with PD and non-clinical with PD) on several subscales, there 




comorbid depression (clinical with PD and non-clinical with PD). Furthermore, for the groups 
that were depressed (clinical with PD and clinical without PD), having a PD also appeared to 
contribute to significantly greater distress in several interpersonal areas. 
Relative to other constellations of depression and PD, being depressed with a PD results 
in the greatest overall and specific interpersonal distress. These findings are consistent with the 
results from the secondary analysis conducted for Aim I and the previously presented secondary 
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Aim 4: Investigate whether depressed men and women differ in terms of overall 
interpersonal distress. 
 This research aim involved two analyses of depressed men and women. The first analysis 
examined depressed men and women from the larger sample whose diagnosis was based on the 
HRSD. The second analysis was of a group of depressed men and women extracted from the 
larger sample who had SCID diagnoses of MDD and/or dysthymia.     
For the first analysis, 15 men and 30 women diagnosed with moderate or severe 
depression, based on the HRSD, were drawn from the larger sample. These gender groups 
differed significantly on their mean anxiety scores, the number with a current anxiety disorder, 
the number with a co-morbid disorder (Axis I disorder over and above MDD/dysthymia), and the 
number of individuals in each PD severity category. They did not differ on any of the other 
variables. In the second analysis, 20 men and 42 women diagnosed with a depressive disorder 
(MDD and/or dysthymia) based on the SCID were drawn from the larger sample. These gender 
groups however did not differ on any of the results. For the full results of these tests, refer to 
Appendix E. 
The group of depressed men and women, defined as depressed based on the SCID, did 
not differ on any of the measures of Axis I and Axis II pathology except for the avoidant PD 
factor. This is in contrast to the group of depressed men and women whose depression was 
defined on the basis of HRSD scores. For this sub-sample, men and women did differ on several 
measures. The discrepancy in descriptives between the two sub-samples may be due to the 
difference in the number of individuals in the HRSD-defined sample (n = 45) and the SCID-
defined sample (n = 65).  
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Hypothesis 4a. There will be no difference in overall interpersonal distress between men 
and women with moderate or severe depression as diagnosed with the HRSD.  
Primary analysis: overall IIP score. A one-way ANOVA comparing depressed men and 
women on the overall IIP-32 score indicated that there was not a significant difference in 
interpersonal distress, F (1,43) = 3.11, p >  .05. An ANCOVA was conducted to see if gender 
differences became significant when controlling for several factors, including: anxiety (defined 
based on the HARS as minimal symptoms, some symptoms, or significant symptoms of anxiety), 
a SCID disorder other than MDD and/or dysthymia, a co-morbid Axis I disorder (two or more 
SCID disorder diagnoses), and severity of PD. When controlling for the aforementioned factors 
the difference in interpersonal difficulty between depressed men and women became significant, 
F (1,44) = 5.78, p < .05. The severity of PD factor was also significant, F (5, 40) = 14.61, p < 
.01, as was the SCID ≥ 2 factor, F (1, 44) = 8.08, p < .01. This suggests that men and women do 
differ in terms of interpersonal distress and that, irrespective of gender, interpersonal distress 
differs based on an individual’s PD severity as well as whether they have been diagnosed with 
two or more Axis I disorders. Consistent with previous results, the interpersonal distress of 
individuals with no personality disorder (M = 1.18, SD = 0.20) was significantly different from 
those with 2 (M = 1.93, SD = 0.32), 3 (M = 1.82, SD = 0.33), 4 (M = 2.32, SD = 0.35), or 5+ (M 
= 2.19, SD = 0.18) personality disorders. There was also a difference in interpersonal distress 
between individuals with 1 (M = 1.46, SD = 0.32) personality disorder and those with 2 (M = 
1.93, SD = 0.32), 4 (M = 2.32, SD = 0.35), or 5+ (M = 2.19, SD = 0.18) personality disorders. 
Irrespective of gender there was a significant difference in interpersonal distress between 
individuals with and without a comorbid Axis I disorders. Specifically, the mean of individuals 
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with one or no SCID disorders (M = 1.63, SD = 0.55) is less than the mean interpersonal distress 
of individuals with two or more SCID disorders (M = 1.81, SD = 0.43).  
The ANCOVA was repeated including an interaction term to examine whether the gender 
difference in interpersonal distress was due to the severity of PD. This interaction term was not 
significant, F (5, 45) = 2.20, p > .05. The gender factor remained significant, F (1, 44) = 6.00, p 
< .05, as did the severity of PD factor, F (5, 40) = 16.23, p < .01, and the SCID ≥ 2 factor, F (1, 
44) = 11.12, p < .01.  
One final ANCOVA was conducted including an interaction term to examine whether the 
gender difference in interpersonal distress was due to co-morbidity (the presence of two or more 
SCID diagnoses). This interaction term was not significant, F (1, 44) = 0.50, p > .05. The gender 
factor remained significant, F (1, 44) = 5.53, p < .05, as did the severity of PD factor, F (5, 40) = 
14.06, p < .01, and the SCID ≥ 2 factor, F (1, 44) = 6.37, p < .01.  
Secondary analysis: overall IIP score. From our initial analysis it appeared that 
depression did influence the level of overall interpersonal distress. Furthermore, when 
controlling for several factors, PD severity became significant, which suggests that interpersonal 
difficulty also differs based on an individual’s PD severity. We were surprised to find that the 
two significant factors, gender and severity of PD, did not interact. A possible reason for this is 
that the PD factor consists of 6 levels (0-5) and the gender factor consists of 2 levels (men and 
women). These levels result in the interaction term having 12 levels, hence compromising our 
ability to detect differences in our relatively small sample. Given the significance of PD severity, 
we decided that further investigation was merited; thus we divided the depressed men and 
depressed women groups into individuals diagnosed with at least one PD and those diagnosed 
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with no PD. This resulted in four groups—depressed men without PD (n = 3), depressed men 
with PD (n = 12), depressed women without PD (n = 6), and depressed women with PD (n = 24).  
 An ANOVA was conducted to see if overall interpersonal distress varied by the four 
groups (depressed men without PD, depressed men with PD, depressed women without PD, and 
depressed women with PD). A significant group difference was found, F (3, 42) = 10.33, p < .01. 
Specifically, the depressed men with PD group (M = 2.10, SD = 0.36) had significantly higher 
overall IIP scores than the depressed men without PD (M = 1.13, SD = 0.16) and depressed 
women without PD (M = 1.75, SD = 0.43) groups. Furthermore, the depressed women with PD 
group (M = 1.754, SD = 0.43) had significantly higher overall IIP scores than the depressed men 
without PD (M = 1.30, SD = 0.16) and depressed women without PD (M = 1.75, SD = 0.43) 
groups. There was no significant difference in overall interpersonal distress between depressed 
men with PD (M = 2.10, SD = 0.36) and depressed women with PD (M = 1.75, SD = 0.43). There 
was also no significant difference in overall interpersonal distress between depressed men 
without PD (M = 1.13, SD = 0.16) and depressed women without PD (M = 1.20, SD = 0.22). The 
aforementioned group difference remained significant after controlling for several factors, such 
as anxiety (defined based on the HARS as mild, moderate, or severe) and the presence of a co-
morbid Axis I disorder. For this ANCOVA, the co-morbid factor (defined as two or more SCID 
disorders) was significant, F (1, 44) = 6.48, p < .05. However, a subsequent ANCOVA indicated 
no interaction between gender and having two or more SCID disorders, F (5, 40) = 0.44, p > .05. 
The gender variable remained significant, F (1, 44) = 7.19, p < .01.  
Research Question 4a. Will the specific interpersonal problems of men and women with 
moderate or severe depression, as diagnosed with the HRSD, differ?  
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Of the eight subscales, three were normally distributed (hard to be assertive, too 
dependent, and too open) and five were not normally distributed (hard to be sociable, too 
aggressive, too caring, hard to be supportive, and hard to be involved). For the purpose of 
consistency, all subscales were treated as non-normal and analyzed using a nonparametric 
method; specifically, a Kruskal-Wallis test was used.  
Primary analysis: specific IIP subscale scores. Analysis revealed that there was a 
significant difference between gender groups for the subscales, hard to be supportive and hard to 
be involved. For the hard to be supportive subscale, depressed men appeared to have greater 
difficulty with being supportive (M = 1.38, SD = 0.97) than women (M = 0.64, SD = 0.94). In 
addition, for the hard to be involved subscale, depressed men appeared to have significantly 
more difficulty with being involved (M = 1.98, SD = 0.93) than women (M = 1.18, SD = 0.95). 
Secondary analysis: specific IIP subscale scores. Considering the division of the 
depressed gender groups into men with PD, men without PD, women with PD, and women 
without PD, the differences between these four groups on each of the subscales was examined. 
The four groups differed significantly on five of the eight IIP subscales—hard to be sociable, χ2 
(3, 42) = 9.04, p < .05; hard to be supportive, χ2 (3, 42) = 12.04, p < .01; hard to be involved, χ2 
(3, 42) = 11.44, p < .05; too aggressive, χ2 (3, 42) = 8.80, p < .01; and too dependent, χ2 (3, 42) = 
8.46, p < .05. 
Depressed men with PD (M = 1.60, SD = 0.95) had significantly higher scores than 
depressed women without PD (M = 0.13, SD = 0.31) on the hard to be supportive subscale. 
Depressed men with PD (M = 2.27, SD = 0.80) also had significantly higher scores on the hard to 
be involved subscale than depressed women with PD (M = 1.22, SD = 0.98). On the too 
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dependent subscale, depressed women with PD (M = 2.41, SD = 0.92) had greater distress than 
depressed women without PD (M = 1.17, SD = 0.85).  
Hypothesis 4b. There will be no difference in overall interpersonal distress between men 
and women diagnosed with MDD and/or dysthymia based on the SCID.  
Primary analysis: overall IIP score. A one-way ANOVA comparing depressed men and 
women on the overall IIP-32 score indicated that there was not a significant difference in 
interpersonal distress, F (1, 61) = 1.94, p > .05. An ANCOVA was conducted to see if gender 
differences became significant when controlling for several factors, including: anxiety (defined 
based on the HARS as minimal symptoms, some symptoms, or significant symptoms of anxiety), 
a SCID disorder other than MDD and/or dysthymia, a co-morbid Axis I disorder (defined as two 
or more SCID diagnoses), and PD severity. When controlling for the aforementioned factors, the 
difference in interpersonal difficulty between depressed men and women became significant, F 
(1, 61) = 4.36, p < .05. The PD severity factor was also significant, F (5, 57) = 16.89, p < .01, as 
was the SCID ≥ 2 factor, F (1, 61) = 4.72, p < .05), and the anxiety factor, F (2, 63) = 4.42, p < 
.05. This suggests that men and women do differ in terms of interpersonal distress and that, 
irrespective of gender, interpersonal distress differs based on an individual’s PD severity as well 
as whether he/she has been diagnosed with two or more Axis I disorders and is suffering from 
anxiety. Consistent with previous results, the interpersonal distress of individuals with no 
personality disorder (M = 1.03, SD =0.42) was significantly different from those with 1 (M = 
1.38, SD = 0.32), 2 (M = 1.95, SD = 0.30), 3 (M = 1.75, SD = 0.37), 4 (M = 1.95, SD = 0.30), or 
5+ (M = 2.13, SD = 0.25) personality disorders. There was also a difference in interpersonal 
distress between individuals with one personality disorder (M = 1.38, SD = 0.32) and those with 
2 (M = 1.95, SD = 0.30), 4 (M = 1.95, SD = 0.30), or 5+ (M = 2.13, SD = 0.25) personality 
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disorders. Irrespective of gender there was a significant difference in interpersonal distress 
between individuals with and without a comorbid Axis I disorder. Specifically, the mean for 
individuals with 1 or less SCID disorder (M = 1.29, SD = 0.64) is less than the mean 
interpersonal distress of individuals with 2 or more SCID disorders (M = 1.65, SD = 0.43). With 
regard to anxiety, post-hoc analysis revealed no specific group differences. Although the 
ANCOVA indicated that this was the case, more detailed investigation failed to reveal whether 
these significant differences are due to the relatively small sample size.  
The ANCOVA was repeated including an interaction term to examine whether the gender 
difference in interpersonal distress was due to anxiety; this interaction term was not significant, 
F (2, 63) = 0.82, p > .05. The gender factor became non-significant, F (1, 64) = 0.58, p > .05. 
The anxiety, F (2, 63) = 4.40, p < .05, severity of PD, F (5, 60) = 15.79, p < .01, and SCID ≥ 2, F 
(1, 64) = 4.41, p < .05, factors remained significant.  
Another ANCOVA was conducted including an interaction term to examine whether the 
gender difference in interpersonal distress was due to the severity of PD. The gender, F (1, 64) = 
6.61, p < .05, anxiety, F (2, 63) = 6.21, p < .01, PD severity, F (5, 60) = 18.96, p < .01, and SCID 
≥ 2, F (1, 64) = 10.10, p < .01, factors remained significant. The interaction term (gender x PD 
severity) was also significant, F (5, 60) = 3.03, p < .05. This suggests that the difference in 
overall IIP scores between genders is influenced by PD severity.  
One final ANCOVA was conducted including an interaction term to examine whether the 
gender difference in interpersonal distress was due to co-morbidity (defined as two or more 
SCID diagnoses). This interaction term was not significant, F (1,64) = 0.44, p >.05. The gender, 
F (1, 64) = 4.12, p < .05, anxiety, F (2, 63) = 4.25, p < .05, and PD severity, F (5, 61) = 16.33, p 
< .01, factors remained significant.  
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Secondary analysis: overall IIP score. From our initial analysis it appeared that 
depression did influence the level of overall interpersonal distress. Furthermore, when 
controlling for several factors PD severity became significant, which suggests that interpersonal 
difficulty differs based on an individual’s PD severity. When we examined whether there was an 
interaction between gender and PD severity, we found a significant difference, which suggests 
that PD severity influences gender differences in overall IIP scores. Given the significance of PD 
severity and its interaction with gender, we decided that further investigation was merited, thus 
we divided the depressed men and depressed women groups into individuals diagnosed with at 
least one PD and those diagnosed with no PD. This resulted in four groups: depressed men 
without PD (n = 7), depressed men with PD (n = 13), depressed women without PD (n = 16), and 
depressed women with PD (n = 26).  
 An ANOVA was conducted to see if overall interpersonal distress varied by the four 
groups (depressed men without PD, depressed men with PD, depressed women without PD, and 
depressed women with PD). A significant group difference was found, F (3, 62) = 15.03, p < .01. 
Specifically, the depressed men with PD group (M = 1.97, SD = 0.43) had significantly higher 
overall IIP scores than the depressed men without PD (M = 1.00, SD = 0.39) and depressed 
women without PD (M = 1.04, SD = 0.44) groups. Furthermore, the depressed women with PD 
group (M = 1.65, SD = 0.44) had significantly higher overall IIP scores than the depressed men 
without PD (M = 1.00, SD = 0.39) and depressed women without PD (M = 1.04, SD = 0.44) 
groups. There was no significant difference in overall interpersonal distress between depressed 
men with PD (M = 1.96, SD = 0.43) and depressed women with PD (M = 1.68, SD = 0.44). There 
was also no significant difference in overall interpersonal distress between depressed men 
without PD (M = 1.00, SD = 0.39) and depressed women without PD (M = 1.04, SD = 0.44). 
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These findings remained significant when conducting an ANCOVA controlling for several 
factors, such as anxiety (defined based on the HARS as mild, moderate, and severe) and a co-
morbid Axis I disorder. Both of these factors, anxiety, F (2, 63) = 3.20, p < .05) and co-
morbidity (two or more SCID disorders), F (1, 44) = 6.48, p < .05, were also significant.  
Further ANCOVAs were conducted to examine possible interactions between gender and 
anxiety and between gender and co-morbidity. The interaction between gender and anxiety was 
not significant, F (2, 63) = 0.31, p > .05; however the gender, F (1, 64) = 7.14, p < .01, and co-
morbidity, F (1, 64) = 6.81, p < .05, factors remained significant. The interaction between gender 
and co-morbidity was not significant, F (1, 64) = 0.28, p > .05; however the gender, F (1, 64) = 
15.55, p < .01, and co-morbidity, F (1, 64) = 6.29, p < .05, factors remained significant. 
Research Question 4b. Will the specific interpersonal problems of men and women with 
MDD and/or dysthymia diagnosed with the SCID differ?  
Of the eight subscales, three were normally distributed (hard to be assertive, too 
dependent, and too open) and five were not normally distributed (hard to be sociable, too 
aggressive, too caring, hard to be supportive, and hard to be involved). For the purpose of 
consistency, all subscales were treated as non-normal and analyzed using a nonparametric 
method; specifically, a Kruskal-Wallis test was used.  
Primary analysis: specific IIP subscale scores. Analysis revealed that there was a 
significant difference between gender groups for the following subscales: hard to be supportive, 
and hard to be involved, and too aggressive. For the hard to be supportive subscale, depressed 
men appeared to have greater difficulty with being supportive (M = 1.03, SD = 0.94) than women 
(M = 0.55, SD = 0.79). Furthermore, for the hard to be involved subscale, depressed men 
appeared to have significantly more difficulty with being involved (M = 1.74, SD = 0.96) than 
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women (M = 1.02, SD = 0.90). For the too aggressive subscale, women (M = 1.33, 0.89) had 
significantly higher scores relative to men (M = 1.00, SD = 1.15).  
Secondary analysis: specific IIP subscale scores. Considering the division of the 
depressed gender groups into men with PD, men without PD, women with PD, and women 
without PD, the differences between the four groups on each of the subscales was examined. The 
four groups differed significantly on five of the eight IIP subscales: hard to be sociable, χ2 (3, 62) 
= 15.00, p < .01; hard to be supportive, χ2 (3, 62) = 14.34, p < .01; hard to be involved, χ2 (3, 62) 
= 12.84, p < .01; too aggressive, χ2 (3, 62) = 11.24, p < .05; and too dependent, χ2 (3, 62) = 
18.11, p < .01. 
On the hard to be supportive subscale, depressed men with PD (M = 2.48, SD = 1.11) had 
significantly higher scores than depressed men without PD (M = 1.03, SD = 0.60) and depressed 
women without PD (M = 1.06, SD = 0.94). Depressed men with PD (M = 2.69, SD = 0.61) also 
had significantly higher scores on the hard to be assertive subscale than depressed men without 
PD (M = 1.43, SD = 0.90) and depressed women without PD (M = 0.63, SD = 0.81). Depressed 
men with PD (M = 2.06, SD = 0.93) had significantly higher scores on the hard to be involved 
subscale than depressed women without PD (M = 0.78, SD = 0.78) and depressed women with 
PD (M = 1.17, SD = 0.95). Depressed women with PD (M = 1.56, SD = 0.91) had significantly 
higher scores on the subscale, too aggressive, than depressed men without PD (M = 0.42, SD = 
0.49). On the subscale, too dependent, depressed women without PD (M = 1.19, SD = 0.82) had 
less distress than depressed women with PD (M = 2.26, SD = 1.02) and depressed men with PD 
(M = 2.42, SD = 0.50). 
 






















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































          
  112 
Summary of results of significant group differences for Aims 2, 3, and 4 
 Below is a table summarizing significant group differences on the overall IIP score and 
specific subscale scores for Aims 2, 3, and 4. Results from the primary and secondary analyses 
are shown.  For Aims 3 and 4 an asterisk is used to highlight results that were not consistent for 
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Aim 5: Investigate whether individuals who overestimate, underestimate, and accurately 
estimate the severity of their depression differ in terms of Axis I and Axis II pathology and 
interpersonal distress. 
To investigate this aim, 160 individuals (there were 10 missing cases in the QIDS data) 
were categorized as “over-reporter,” “under-reporter,” or “equal reporter.” If an individual rated 
the severity of his/her own depression as higher than did the clinician (QIDS > HARS), then 
he/she was labeled as an over-reporter. This group consisted of 46 (28.75%) individuals. If a 
patient rated the severity of his/her depression as lower than did the clinician (QIDS < HARS), 
then he/she was labeled as an under-reporter. The under-reporter group consisted of 45 (28.13%) 
individuals. If the ratings of the patient and clinician matched, the patient was labeled an equal 
reporter. This equal reporter group consisted of 69 (43.13%) individuals. To ensure that the 
QIDS and HARS were comparable, the two QIDS categories, severe and very severe, were 
collapsed into one category; the two HARS categories, minimal and mild, were also collapsed 
into a single category.  
 Research Question 5. Do individuals who overestimate, underestimate, and accurately 
estimate the severity of their depression differ in terms of depression, anxiety, PD severity, 
and/or overall interpersonal distress?  
 Chi-square tests of independence were conducted to compare whether the three 
groups (over-reporters, under-reporters, and equal reporters) differed based on several measures. 
There was a significant difference between groups in terms of depression severity, χ2 (2, 160) = 
36.28, p < .01. The under-reporter group (M = 7.58, SD = 7.56) had significantly lower HRSD 
scores than the over-reporter (M = 15.47, SD = 5.55) and equal reporter (M = 14.67, SD = 8.57) 
groups. Results from comparisons of the three groups in terms of anxiety followed the same 
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trend. The groups differed significantly, χ2 (2, 160) = 33.58, p < .01, with the under-reporter 
group having the lowest HARS score (M = 4.98, SD = 4.41) relative to the over-reporters (M = 
10.13, SD = 4.43) and equal reporters (M = 8.74, SD = 4.66). In keeping with these results, when 
the three groups were compared in terms of PD severity, there was a significant group difference, 
χ2 (2, 160) = 17.39, p < .01. As PD severity is an ordinal variable in which patients can have a 
number of personality disorders ranging from zero to five, medians are reported. The under-
reporters had the lowest score, with a median of 0 PDs; this was significantly different from the 
medians of both the equal reporter (median = 1) and over-reporter (median = 2) groups. Finally, 
when comparing groups based on overall interpersonal distress, there was also a significant 
group difference, χ2 (2, 160) = 17.39, p < .01. The under-reporters (M = 0.99, SD = 0.40) had 
significantly less distress than the over-reporters (M = 1.61, SD = 0.43) and equal reporters (M = 
1.35, SD = 0.60). There was also a significant difference between the equal reporters (M = 1.35, 
SD = 0.60) and the over-reporters (M = 1.61, SD = 0.43). For the full results of these tests, please 
refer to Appendix F.  
 As group comparisons revealed that the over-reporters and under-reporters differed based 
on depression, anxiety, PD severity, and interpersonal distress, we decided to investigate the 
relative impact of each factor in defining whether an individual was an over-reporter or under-
reporter. We focused specifically on these two groups and conducted an odds-ratio analysis. We 
first ran a full model including the aforementioned four factors (the overall IIP score is 
continuous (1-4) and for the purposes of conducting an odds-ratio scores were divided into 3 
groups; low (1.00-1.33), moderate (1.34-2.66), and high (2.67-4.00). We also included measures 
of Cluster A, B, and C personality disorders. Significant factors (at a significance level of p < 
.20) from the initial full model were: anxiety, IIP mean score categories, and Cluster B PD. 
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These factors were subsequently included in a reduced model, with the anxiety and overall IIP 
score factors remaining significant (p < .05). When anxiety and the overall IIP score were 
included in the final model, both factors remained significant, which suggests that they play the 
most significant role in whether an individual over-estimates his/her depression severity. 
Specifically, individuals with some anxiety (as defined by the HARS; n = 42) have 12.47 times 
the odds of being in the over-reporter group than those with minimal anxiety. Furthermore, 
individuals with significant anxiety had 8.05 times the odds of being in the over-reporter group 
than the minimal anxiety group. On the measure of interpersonal distress, individuals (n = 43) 
with moderate difficulty had 6.58 times the odds of being in the over-reporter group than 
individuals with little difficulty (n = 47). Although the Cluster B factor was not significant in the 
final model, it was significant in the full model, indicating that individuals with this Axis II 
pathology have 3.6 times the odds of being in the over-reporter category than people without a 
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Chapter Six: Discussion 
Dating as far back as the 1970s, theorists have differentiated between a depression 
focused on interpersonal issues and a depression focused on issues of self-definition. This 
theorized relationship between depression and interpersonal factors has been underscored by 
findings from several empirical studies; however, such studies are relatively limited in number 
and the nature of investigation. Given the overwhelming prevalence of depression, a more 
thorough and robust understanding of the relationship between depression and interpersonal 
distress is warranted. The current DSM-IV criteria focus on vegetative, affective, and cognitive 
markers of depression, ignoring interpersonal markers of this mood disorder. Amassing evidence 
of a particular pattern of interpersonal distress by identifying problems that are characteristic of 
depression could better inform depression diagnosis.  
 In light of the aforementioned information, the broad aim of this study was to contribute 
to our understanding of depression by examining the association between interpersonal problems 
and depression in a sample of individuals seeking psychoanalytic and psychodynamic treatment. 
The previous chapter outlined the study findings. The following section is a discussion of these 
results, including contextualizing them in the literature on depression, interpersonal distress, 
gender, and the mismatch of clinician and patient ratings of depression.  
 
Overall IIP Score and Depression 
 We initially assessed the relationship between depression and interpersonal distress 
broadly using a Pearson correlation. This analysis demonstrated a positive association between 
depression severity (assessed by the HRSD and QIDS) and overall interpersonal distress.  This 
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finding is consistent with that of Barrett and Barber (2007), who also found a positive correlation 
between BDI and HRSD scores and interpersonal distress.  
Having established a positive correlation between depression and interpersonal distress, 
we were encouraged to further investigate this relationship. Specifically, we assessed whether 
depressed individuals have significantly greater interpersonal distress than non-depressed 
individuals. For Aim 2 we divided the sample into 3 groups (depressed, depression in remission 
and non-depressed) based on SCID assessments. The SCID, which is a categorical diagnostic 
measure, reflects DSM-IV diagnostic criteria. Although this instrument is regarded as the gold 
standard for diagnosis, some have argued the importance of a dimensional diagnostic approach 
that focuses on symptom severity (Kraemer, Noda, & O’Hara, 2004; Korten, Medway, & Evans, 
2003; Marcus, Lilienfeld, Edens, & Poythress, 2006). Hence, for Aim 3 we defined individuals 
as either clinically or non-clinically depressed based on HRSD and QIDS scores (the clinical and 
non-clinical groups defined by each of these measures were slightly different). Interestingly, 
irrespective of the measure used to define depression, individuals characterized as depressed had 
significantly greater interpersonal distress than individuals without depression. For Aim 2, the 
SCID-defined depressed group had significantly greater interpersonal distress than the non-
depressed group. Likewise, for Aim 3 both the HRSD and QIDS clinically depressed groups 
differed from the comparison non-clinically depressed groups.  
These findings are consistent and in keeping with our hypothesis and findings in the 
literature. Barkham and colleagues (1996) found that a group of outpatients had a significantly 
higher mean full-scale score than a sample group from the general population. Although the 
researchers used the same version of the IIP measure employed in this study, the nature of 
psychiatric distress of the outpatient sample is unknown. Stangier and colleagues (2006) and 
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Barrett and Barber (2007) found that depressed patients reported greater interpersonal distress 
than patients in normative samples. However, it should be noted that differences in psychiatric 
functioning between a clinical population and a normative population could have bolstered the 
likelihood of the researchers detecting a difference. Moreover, the researchers did not control for 
important factors when comparing these groups. Arguably, findings from the current study 
regarding a difference between depressed and non-depressed individuals are more robust. This is 
because both depressed and non-depressed groups were seeking treatment and a number of 
factors were controlled during analyses.  
 
Overall IIP Score and Depression in Remission 
 For Aim 2 we also hypothesized that individuals with depression in-remission would 
have significantly greater interpersonal distress than individuals with no depression and 
significantly less interpersonal distress than individuals with depression. Neither of these 
assertions was confirmed. Although the interpersonal distress of the in-remission group was not 
significantly different from either group, the mean score of the in-remission group was higher 
than the non-depressed group and lower than the currently depressed group. Perhaps 
consolidating individuals into partial and full remission compromised our capacity to detect a 
significant difference in overall IIP scores between the in-remission group and the depressed and 
non-depressed groups. Further investigation of the interpersonal distress of individuals whose 
depression is in remission would augment our understanding of the relationship between 
depression and interpersonal distress. If interpersonal distress were indeed a defining 
characteristic of depressed individuals, we would anticipate that it would improve when 
depression remits.  
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Overall IIP Score and Personality Disorders 
 When comparing depressed groups for Aims 2 and 3, we controlled for a number of 
factors and consistently found that the severity of PD factor was significant. Irrespective of 
depressive status, we found that interpersonal distress differed according to PD severity. 
Specifically, there was a significant difference in interpersonal distress between individuals 
diagnosed with one or no PD and those with two or more PDs. The mean interpersonal distress 
associated with each PD severity level (0-5+) indicated that interpersonal distress became more 
acute as the number of diagnosed personality disorders increased. In Aim 1 we found a 
significant positive correlation between overall interpersonal distress and all measures of Axis II 
pathology (i.e. severity of PD, Cluster A, Cluster B, and Cluster C PDs).  
These findings are consistent with our clinical understanding of personality disorders as 
being interpersonal in nature as well as the literature underscoring a relationship between 
interpersonal dysfunction and Axis II pathology. PD patients have been found to have worse 
interpersonal functioning than individuals without PD and there is evidence of a single latent 
construct of interpersonal dysfunction that represents general personality pathology (Pilkonis, 
Kim, Proietti, & Barkham, 1996; Yookyung, Pilkonis & Barkham, 1997; Stern et al., 2000). 
Several researchers found that patterns of interpersonal problems reliably act as markers of 
personality pathology and are useful in screening for PDs in both clinical and non-clinical 
populations (Pilkonis, Kim, Proietti, & Barkham, 1996; Yookyung, Pilkonis & Barkham, 1997, 
Scarpa et al., 1999; Stern et al., 2000). Also, the interpersonal behavior of individuals with 
diagnosed personality disorders appears to be more intense (e.g. behavior exhibited to an 
extreme as opposed to a moderate degree) and rigid (e.g. individuals stick to one or a few types 
of interpersonal behavior while excluding more adaptive forms of interpersonal behavior) than 
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that of individuals without an Axis II diagnosis (Sim, 1990). Considering the findings in the 
literature that suggest that PDs are strongly associated with interpersonal impairment, we were 
not surprised to find further evidence of this in the current study. 
 
Overall IIP Score and Comorbid Depression and Axis II Pathology 
Considering the significant association that we found between interpersonal distress and 
both depression and Axis II pathology, we were surprised to find that, across analyses in Aims 2 
and 3, depression and severity of PD did not interact. This lack of interaction was also 
inconsistent with results from a study by Barrett and Barber (2007) that indicated that MDD 
patients with an Axis II disorder reported more interpersonal distress than MDD patients without 
an Axis II disorder. A possible reason for why we did not detect a relationship between 
interpersonal distress and Axes I and II pathology is that the PD factor consisted of six levels (0-
5), whereas the depression factor consisted of either three (i.e. Aim 2) or two levels (i.e. Aim 3). 
This creates an interaction term of either 12 or 18 levels, which is high for our relatively small 
sample size, hence compromising our ability to detect differences. Furthermore, there is a high 
degree of comorbidity between depression and PD and these factors were correlated in this 
sample; thus the possibility of detecting an interaction was minimal. 
To overcome the methodological limitations of our initial analysis and explore an avenue 
of research on interpersonal distress, depression and Axis II pathology, which has been largely 
neglected in the literature, we conducted a secondary analysis employing a similar strategy to 
that used by Barrett and Barber (2007). Specifically, we subdivided the depressed groups. For 
Aim 2 this resulted in four groups: depressed with PD, depressed without PD, depression in 
remission, and no depression. For Aim 3 the four groups were: clinical depression with PD, 
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clinical depression without PD, non-clinical depression with PD, and non-clinical depression 
without PD. Irrespective of how depression was defined, the depressed group with an Axis II 
diagnosis had significantly more interpersonal distress than comparison groups that were 
diagnosed with either depression or Axis II pathology, or neither. Our analyses consistently 
indicate that having both Axis I and Axis II pathology results in the highest level of interpersonal 
distress. 
For the analysis of the HRSD and QIDS-defined depressed groups, there was a 
significant discrepancy between the highest functioning group (absence of depression and Axis II 
pathology) and the group diagnosed with PD (but not depression). Our initial finding that 
depressed and non-depressed groups differed in overall interpersonal distress appears less robust 
in light of our secondary analysis, which accounted for Axis II pathology. Only for the QIDS-
defined depressed group was there a significant difference between depressed and non-depressed 
individuals without a PD. These findings suggest that having a personality disorder or depression 
can cause an elevation in interpersonal distress that is significantly different to having neither 
diagnosis. However, having solely one of these diagnoses still guarantees significantly less 
interpersonal distress than having an Axis II diagnosis with comorbid depression. 
The aforementioned findings are consistent with trends in the literature that indicate that 
the presence of a personality disorder with a comorbid Axis I disorder is associated with greater 
social impairment (including poorer social support) and poorer interpersonal functioning (Pfohl 
et al., 1991; Ruegg & Frances, 1995; Quinton, Gulliver, & Rutter, 1995). Barrett and Barber 
(2007) found that MDD patients with a PD had greater overall interpersonal distress than MDD 
patients without a PD.  In addition, Shea and colleges (1990) found that patients with major 
depressive disorder and a comorbid personality disorder have a significantly worse outcome in 
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social functioning (following 16 weeks of treatment) than depressed patients without personality 
disorders and are more likely to have residual symptoms of depression.  
 
Specific Interpersonal Problems and Depression 
 The Aim 1 correlations indicated that the majority of the IIP subscales, with the 
exception of too open and hard to be supportive, were positively associated with the depression 
measures (i.e. HRSD and QIDS). The subscales, hard to be sociable, hard to be assertive, too 
dependent, too aggressive and too caring were positively correlated with depression severity as 
assessed by both the HRSD and QIDS. For the QIDS there was also a significant positive 
correlation between depression severity and the hard to be involved subscale. It seems that as 
depression becomes more severe, distress related to the vast majority of interpersonal problems 
increases.  
Our initial comparison of depressed groups (depressed vs. non-depressed vs. depression 
in remission) revealed a significant group difference on three IIP subscales (i.e. too aggressive, 
hard to be sociable, and too dependent). Specifically, for Aim 2 the depressed and non-depressed 
groups differed on all these subscales and the depressed and in-remission groups differed on the 
too dependent subscale. Across these differences the depressed group reported greater distress.  
In Aim 3, we used self-report- (QIDS) and clinician-administered (HRSD) measures of 
depression and found that the depressed and non-depressed groups differed on the same three 
subscales. Again, the depressed group showed greater difficulty. Moreover, the depressed and 
non-depressed groups differed on three additional subscales: too caring, hard to be assertive, and 
hard to be involved. Scores for the depressed group were higher on these subscales as well.  
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 Results indicating that the depressed and non-depressed groups differed on the majority 
of subscales follow the trend of prior findings by Barkham and colleagues (1996). The 
researchers used the same version of the IIP measure that was utilized in the current study to 
compare an outpatient sample to the general population. The clinical sample had higher mean 
scores on all but one of the subscales. The exception was the subscale, too open, for which the 
clinical sample mean was significantly lower than that of the normative sample. The fact that our 
entire sample was seeking treatment is helpful in explaining why we did not detect a difference 
between groups on this subscale.  
It is also important to note that although Barkham and colleagues’ (1996) focused on an 
outpatient sample and used the same version of the IIP as the current study, the nature of their 
sample’s psychiatric distress, including the extent to which the sample was depressed, is 
unknown. When focusing specifically on research investigating interpersonal problems and 
depression, our finding that these six interpersonal problems (i.e. hard to be sociable, hard to be 
involved, hard to be assertive, too aggressive, too dependent, and too caring) were related to 
depression is consistent with previous findings. Furthermore, our results are consistent with 
findings from the larger body of literature on depression.  
 DSM-IV depressive symptoms, such as diminished interest or pleasure in activities, 
fatigue or loss of energy, and feelings of worthlessness or excessive/inappropriate guilt can all 
compromise an individual’s ability to socialize (Derntl, Seidel, Eickhoff, Kellermann, Gur, 
Schneider, & Habel, 2011). Therefore, it is not surprising that we found significantly higher 
scores for depressed individuals than non-depressed individuals on the hard to be sociable and 
hard to be involved subscales. Furthermore, Pearson and colleagues (2010) found that a cold 
interpersonal style—including interpersonal problems related to cold, vindictive, and/or socially 
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inhibited behaviors—was correlated with depressive symptoms assessed by the BDI. In addition, 
Barrett and Barber (2007) and Stangier and colleagues (2006) compared MDD patients to a 
normative sample and found evidence that MDD patients tend to carry a primarily socially 
avoidant interpersonal style.  
 Significantly higher scores for the depressed groups on the too aggressive subscale is 
consistent with findings that disturbances of aggression-regulation are a frequent component of 
mood disorders (Carver, Johnson, & Joormann, 2008; Mineur, Prasol, Belzung, & Crusio, 2003). 
When this aggression is directed outward it manifests as irritability, short temperedness, 
impatience, and anger attacks. Sudden spells of anger have been observed in approximately 30-
40% of depressed patients—both in patients with major depression and in patients with 
dysthymia  (Fava et al., 1990; Fava & Rosenbaum, 1999). However, studies that explicitly 
examined the interpersonal problems of depressed individuals (Stangier et al., 2006; Pearson et 
al., 2010; Barrett & Barber, 2007) did not find aggression to be characteristic of depressed 
samples. This may be due to the fact that the version of the IIP that these researchers used did not 
include a subscale that explicitly measured interpersonal difficulty related to being too 
aggressive. Although, findings in two of the aforementioned studies (Barrett & Barber, 2007; 
Pearson et al., 2010) that MDD patients report greater distress related to vindictiveness may have 
captured the “aggressive” aspect of depression. 
Findings from this study suggest that depressed individuals have more interpersonal 
distress related to dependency as assessed by the too dependent IIP subscale. This finding is in 
keeping with results from a study by Pearson and colleagues (2010) who found that a “needy 
interpersonal style”—which includes interpersonal problems related to intrusive/needy, 
domineering, and excessive reassurance-seeking behaviors—was significantly positively 
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correlated with depressive symptoms assessed by the BDI. These findings are consistent with 
theories of depression. Cognitive (Beck, 1983), interpersonal (Bowlby, 1980; Coyne, 1976a; 
Coyne, 1976b; Joiner, 2000), and psychodynamic (Blatt & Zuroff, 1992) models of depression 
assume that the excessive need for relatedness constitutes a vulnerability to depression. For 
example, Beck distinguished a dependent personality trait, which he labeled, “sociotropy.” He 
proposed that this personality trait acts as a vulnerability marker for depression by sensitizing 
individuals to certain types of negative life experiences. According to sociotropy, there is a 
hypersensitivity to loss that interferes with one’s sense of security and predisposes individuals to 
interpret events as signs of rejection. Coyne (1976a; 1976b) hypothesized that the tendency to 
excessively seek reassurance from others—based on an underlying sense of worthlessness—and 
the negative response that this behavior triggers in others are specific interpersonal factors that 
increase vulnerability to depression. Furthermore, Pearson and colleagues (2010) found that 
rejection sensitivity, as assessed by the Adult Rejection Sensitivity Questionnaire, was 
significantly positively correlated with BDI-assessed depressive symptoms.   
The elevated scores of depressed individuals on the too caring and hard to be assertive 
subscales, found in this study, are better understood in the context of depressed individuals, who 
have the need to maintain interpersonal closeness and avoid experiences of rejection (Downey & 
Feldman, 1996). Finding these two subscales (too caring and hard to be assertive) were 
characteristic of depressed individual was also in keeping with results from other studies. Barrett 
and Barber (2007) found that depressed individuals had significantly higher scores relative to a 
normative sample on the subscales, non-assertive, exploitable, and overly nurturing. Stangier and 
colleagues (2010) found that a submissive interpersonal style—including interpersonal behaviors 
related to overly accommodating, non-assertive, and self-sacrificing behaviors—was positively 
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correlated with BDI-assessed depression. Furthermore, this submissive style significantly 
predicted depression six months after baseline assessment while controlling for baseline 
depression and demographic variables. From the study by Stangier and colleagues (2010), it 
appears that a specific set of interpersonal difficulties, characterized by overly accommodating, 
non-assertive, and self-sacrificing behaviors, is implicated in depressive vulnerability.  
 
Specific Interpersonal Problems, Depression, and Personality Disorders 
Our secondary analysis of the overall IIP score revealed that being depressed with PD 
was associated with a significantly higher level of interpersonal distress than having a lesser 
degree of pathology (i.e. either depression or an Axis II disorder or neither). We were therefore 
curious as to whether we would see a similar trend on each of the IIP subscales when we 
compared our redefined depressive groups for Aim 2 (depressed with PD, depressed without PD, 
in-remission, and non-depressed) and Aim 3 (depressed with PD, non-depressed without PD, 
depressed without PD, and non-depressed with PD). In our original comparison of depressed 
groups on each of the subscales, we found that for six of the subscales (hard to be sociable, hard 
to be involved, too aggressive, too dependent, too caring, and hard to be assertive) the depressed 
group differed significantly from the groups with either no depression and/or depression in 
remission (the in-remission group only differed from the depressed group on the too dependent 
subscale). Our secondary analysis, which involved consideration of comorbidity, provided a 
more nuanced view of the relationship between depression and distress related to specific 
interpersonal problems.  
Aim 2: Secondary Analysis of IIP Subscales. For Aim 2 we found that the most 
psychiatrically impaired group, depressed with PD, had significantly higher scores than the other 
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three groups (i.e. depressed without PD, depression in-remission, and non-depressed) on three 
subscales—hard to be sociable, hard to be assertive, and too dependent. The depressed with PD 
group also had significantly higher scores than the depressed without PD and in-remission 
groups on the too aggressive subscale. Finally, the depressed with PD group differed 
significantly from the non-depressed group on the too caring subscale. Although there exists 
some variability in group differences, what is consistent is that the depressed with PD group 
repeatedly had significantly greater distress than the other, less-impaired groups on five of the 
subscales (hard to be sociable, hard to be assertive, too dependent, too aggressive, and too 
caring).  
Aim 3: Secondary Analysis of Subscales. A limitation of Aim 2 is that we did not re-
categorize non-depressed and in-remission groups based on the presence or absence of PD. For 
Aim 3 we attempted to address this by further subdividing the non-depressed group into 
individuals with PD and individuals without PD.  
 In contrast to previous findings that depressed and non-depressed groups differed in 
interpersonal problems that were distressing when we accounted for Axis II pathology a different 
picture emerged. There was no significant difference between the exclusively depressed (no PD) 
and healthiest group (non-depressed and no PD) on any of the IIP subscales. However, there was 
a significant difference between the exclusively depressed group (depressed without PD) and 
comorbid group (depressed with PD). Individuals who were depressed with a PD endorsed 
significantly greater distress than purely depressed individuals on three subscales: too dependent, 
too aggressive (HRSD group only) and hard to be sociable (QIDS group only). 
 When comparing the exclusively PD (non-depressed) and healthiest (non-depressed and 
no PD) groups, the exclusively PD group had higher scores on several subscales: hard to be 
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sociable, hard to be involved, too dependent, and hard to be assertive (HRSD group only). 
Furthermore, we see that the PD group behaves similarly to the most impaired group (depressed 
with PD) as this comorbid group also differed from the healthiest group (non-clinical without 
PD) on these same four subscales: hard to be sociable, hard to be involved, too dependent, and 
hard to be assertive (HRSD group only). Although both of these groups, PD only and comorbid 
group (depressed with PD), differed from the healthiest group (non-clinical without PD), the 
comorbid group (clinical with PD) had higher mean scores on all four subscales than the purely 
PD group and the difference between the two was significant on the too dependent subscale.  
      On two subscales, too dependent and too aggressive, the mean score of the comorbid 
group (depressed with PD) differed significantly from all three of the other groups (i.e. non-
depressed without PD, non-depressed with PD, and depressed without PD). For the too 
dependent subscale this was the case for both the HRSD and QIDS defined group. However for 
the too aggressive subscale this pattern was only observed in the HRSD-defined group. For the 
QIDS defined group the comorbid group differed significantly from 2 of the 3 comparison 
groups (non-clinical without a PD and non-clinical with a PD). Finally, on the too caring 
subscale we again see higher rates of distress among the comorbid group (depressed with PD) 
relative to the healthiest group and the non-depressed with PD group (QIDS group only).  
Our finding that groups with PD had significantly greater interpersonal distress across a 
number of IIP subscales is consistent with the literature on interpersonal dysfunction and PD. 
Research suggests that specific interpersonal problems in PD do not clearly map onto DSM-IV 
diagnostic categories. Rather, studies have found that interpersonal problems tend to cluster in 
subjects with PD (McLemon et al., 2005; Kim et al., 1997).  
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In the current study we found that the PD groups (either PD alone and/or PD with 
depression) had elevated scores on the hard to be sociable, hard to be involved, hard to be 
assertive, and too aggressive IIP subscales. These findings are consistent with extant research. 
Clifton and colleagues (2005) found that PD symptoms were positively correlated with a pattern 
of interpersonal hostility and social inhibition. In addition, several studies found four main 
categories of interpersonal problems in PD: social anxiety/inhibition (i.e. feeling inferior, 
inhibited, and anxious in social interactions), interpersonal sensitivity (i.e. heightened sensitivity 
to rejection), interpersonal hostility (i.e. aggression and exploitation), and social avoidance (i.e. a 
lack of interest in relationships and mistrust of others) (Clifton, Turkheimer & Oltmans, 2005; 
Kim et al., 1997; Nestadt et al., 2006; Sheets, 2009).  
The significance of interpersonal problems related to being socially withdrawn (hard to 
be sociable, hard to be involved and hard to be assertive) also makes sense given our sample 
characteristics. The majority of the sample was diagnosed with PDs that fell into either Clusters 
A or C and there was by far the highest degree of comorbidity between the two. The sample 
breakdown was as follows: 16 (20.51%) for Cluster A PD, 1 (1.28%) for Cluster B PD, 21 
(26.93%) for Cluster C PD, and 35 (44.87%) for Clusters A and C PD. For other combinations of 
PD clusters (i.e. A and B, B and C, and A, B, and C) the number of cases did not exceed three. 
Both Cluster A and C disorders are associated with withdrawn interpersonal behavior and several 
studies have found that lack of sociability discriminates between individuals who meet criteria 
for a Cluster C diagnosis and those that do not (Pilkonis et al., 1996; Kim et al., 1997). 
When examining the sample breakdown of specific PDs, the most frequently diagnosed 
PD was schizoid (41 cases, 24.40%), followed by avoidant (35 cases, 20.83%), dependent (33 
cases, 19.64%), borderline (21 cases, 12.5%), and paranoid (20 cases, 11.90%). There were 
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between 6 and 12 cases diagnosed with the remaining PDs (schizotypal, antisocial, histrionic, 
narcissistic, and obsessive). By definition, schizoid PD is characterized by a detachment from 
social relationships and a restricted range of emotional expression. Individuals with avoidant PD 
are socially inhibited and hesitant about involvement with others for fear of feelings of 
inadequacy and hypersensitivity to negative evaluation. Lesing, Rehbein and Eckardt (2009) 
found that the socially inhibited subscale of the IIP-64 was the only necessary predictor of this 
personality disorder. A paranoid personality is associated with distrust and suspiciousness of 
others. The defining interpersonal aspects of these personality disorders, which were so prevalent 
in this sample, helps to explain why the PD groups in this study had elevated scores on IIP 
subscales related to being socially withdrawn.  
The third most common personality disorder of individuals in the sample was dependent 
PD and 20% of the sample was given this diagnosis. This personality disorder is characterized by 
the excessive need to be taken care of, submissive behavior, and fears of separation. Our finding 
of a significant difference between PD groups (PD vs. no PD and comorbid group vs. groups 
with less or no pathology) on the too dependent subscale is also consistent with characteristics of 
the sample.  
On the too caring subscale, we found that the comorbid group had significantly higher 
scores than the healthiest group and the PD-only group. Again, results indicate that interpersonal 
distress is most exacerbated in the context of depression and personality pathology. We theorize 
that interpersonal behavior related to being too caring is consistent with interpersonal behavior 
that is too dependent, where individuals may frantically work to avoid abandonment.  
Our finding that depressed individuals with PD had greater interpersonal distress across a 
number of subscales compared to individuals with less pathology is consistent with findings by 
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Barrett and Barber (2007). To the best of our knowledge, they conducted the only study 
investigating interpersonal problems (as assessed by the 127 item IIP measure), depression and 
comorbid Axis II pathology. These researchers found that MDD patients with a PD had 
significantly higher scores on seven of the eight interpersonal problems subscales: domineering, 
vindictive, cold, avoidant, non-assertive, overly accommodating, and intrusive.    
 
Summary of Inconsistencies and Consistencies in Results  
A summary table in the results section outlines significant group differences for the 
overall IIP score and subscale scores for Aims 2, 3 and 4. Findings were generally consistent 
irrespective of the measure used to define depression.  However, discrepancies did exist. When 
initially examining the IIP subscales, for Aim 2, three subscales were significantly associated 
with the SCID-defined depressed group. Although these three subscales remained significant 
when depression was defined based on severity measures (i.e. HRSD and QIDS), three additional 
subscales also became significantly associated with depression.  
The two severity measures used to define depression differ in that one is clinician-
administered (HRSD) and the other is self-report (QIDS). For our secondary analyses, results 
obtained by classifying individuals based on these two different measures were not always 
consistent. In considering the overall IIP score, we only found a significant difference between 
the purely depressed and non-depressed groups for the QIDS-defined groups. When examining 
the IIP subscales, for Aim 1, there was a positive correlation between scores on the hard to be 
involved subscale and depression severity assessed by the QIDS, but not by the HRSD.  For Aim 
3, when defining individuals as depressed/non-depressed with/without PD, group differences on 
the subscales, hard to be sociable and too caring, were observed for groups defined based on the 
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QIDS, but not the HRSD. Conversely, there were certain group differences on the too aggressive 
and hard to be assertive subscales for the HRSD-defined groups, but not the QIDS-defined 
groups.   
These discrepancies in findings are related to differences between measures in the 
assessment and diagnosis of depression, which results in different individuals being categorized 
as depressed/non-depressed and consequently different group sizes. For example, by defining 
depression on the basis of symptom severity (i.e. using the HRSD or QIDS) rather than 
categorically (i.e. using the SCID), the remission category was collapsed. In the case of severity 
measures, the argument for disagreement between clinician and self-report measures of 
depression has been well established. Furthermore, the HRSD and QIDS emphasize different 
aspects of depression. The HRSD is focused on somatic and vegetative symptoms (Brown, 
Schulberg, & Madonia, 1995) while the QIDS assesses all the criterion symptom domains 
designated by DSM-IV (American Psychological Association, 1994) and does not include items 
to assess atypical or melancholic symptoms. Therefore, depending on the individual’s 
presentation and the measure used to assess them, their depression is more or less likely to be 
recognized. Severity measures have also been criticized for employing arbitrary cut-off points 
(Sanchez-Villegas, et al., 2008). For the QIDS total score, we used thresholds recommended and 
widely used to estimate depression (no depression 0-5, mild depression 6-10, moderate 
depression 11-15, severe depression 16-20, very severe depression 21 +) (Furukawa, 2009). 
However for the HRSD total score (which included the score on atypical items) thresholds were 
tailored to the study sample by the principal investigator and slightly differed from convention. 
The thresholds used in this study for the HRSD were: minimal symptoms 0-11, mild symptoms 
12-17, moderate symptoms 18-26, severe symptoms 27+ vs. the conventional HRSD thresholds: 
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0-3 normal, 4-7 borderline, 8-15 mild symptoms, 16-26 moderate symptoms, 27 + severe 
symptoms. This may have been a factor underlying different categorization of individuals and 
ultimate discrepancy in findings. Variability in our results based on the nature of the measure 
used to define depression should caution researchers against relying solely on one measure to 
define depression. 
 In all analyses we controlled for anxiety and there was only one instance where anxiety 
was significant. For Aim 2, when comparing the four SCID-defined depressed groups (depressed 
with PD, depressed without PD, non-depressed and in-remission), the anxiety variable was 
significant. Irrespective of depression, individuals with minimal anxiety had significantly less 
overall interpersonal distress than those with some and significant anxiety. Although this finding 
was consistent with the literature on the association between anxiety and interpersonal distress, it 
was not replicated when severity measures were used to define depression. This is likely due to 
the comorbidity of depression and anxiety and the degree of overlap in their associated measures 
of severity (HARS and HRSD).  
These discrepancies should not detract from other findings that were consistent and 
meaningful. Psychologically healthy individuals (i.e. individuals who have neither depression 
nor PD) had significantly less interpersonal difficulty overall and on all six of the significant 
subscales relative to individuals with some degree of psychiatric impairment. Conversely, being 
depressed with comorbid Axis II pathology resulted in the greatest level of interpersonal distress 
relative to the other, less-impaired groups across all six of the significant subscales. Relative to 
individuals with less pathology (depression or Axis II pathology or neither diagnosis), 
interpersonal distress in individuals with a comorbid diagnosis appeared to be particularly acute 
on the too dependent and too aggressive subscales.  
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Interestingly, the non-depressed with PD group was similar to the depressed with PD 
group as both differed significantly from the healthiest group (i.e. non-depressed without PD) on 
several subscales (i.e. hard to be sociable, hard to be assertive, hard to be involved, and too 
dependent). This suggests that having a personality disorder, irrespective of depression status, is 
associated with increased distress related to a number of interpersonal problems. However, it 
appears from the mean scores of the aforementioned two groups that depression with comorbid 
Axis II pathology results in the greatest level of interpersonal impairment.  
What was especially interesting to note was that the originally observed differences 
between depressed and non-depressed groups all but dissipated when Axis II pathology was 
accounted for. For the overall IIP score, we only observed a difference between these groups 
when using the QIDS to define depression. No significant differences were observed between 
depressed and non-depressed groups on any of the IIP subscales. There was however a 
significant difference between a single, depressive diagnosis and having a comorbid diagnosis 
for the overall IIP score and a number of subscales (i.e. hard to be sociable, hard to be assertive, 
too aggressive, and too dependent). Again, this highlights our finding that that comorbidity 
results in the greatest interpersonal distress.  
Review of the literature suggests that interpersonal distress and specific interpersonal 
problems have been independently related to depression and Axis II pathology. Our results are 
consistent with these findings. Results from this study also suggest that overall interpersonal 
distress and specific interpersonal problems are most exacerbated in the context of both 
depression and Axis II pathology. Interpersonal distress appears most elevated when psychiatric 
impairment is more acute. However, we do not know the relative contribution of depression and 
Axis II pathology to interpersonal distress. Does interpersonal distress that is associated with 
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Axis II pathology cause individuals to become depressed or does maladaptive interpersonal 
behavior become further exacerbated and rigid in the face of depression? The latter possibility is 
consistent with psychodynamic theories (Horney, 1945; Sullivan, 1953) that suggest that intense 
and rigid interpersonal behavior of individuals with PD serves to regulate disturbing emotions.  
 
Gender 
Research has demonstrated that although men and women do not differ in their overall 
interpersonal distress (Barkham, Hardy, & Startup, 1996), they do differ in terms of general 
interpersonal problem areas (e.g. hostile-dominance vs. friendly-submission) and specific 
interpersonal difficulties (Lippa, 1995; Henning & Walker, 2008; Gurtman & Lee, 2009). Lippa 
(1997) found that problems with being too domineering, vindictive, and cold were higher in 
males and that being exploitable, non-assertive, and overly nurturing were higher in females. 
Similarly, Barkham and colleagues (1996) found that men had greater difficulty related to being 
sociable, supportive, and involved than women; whereas women had higher scores on the too 
caring subscale. These studies were based on samples from the general population. When 
Barkham and colleagues (1996) focused on an outpatient sample in which individuals were 
referred for psychological treatment to a district clinical psychology department, they found no 
difference in overall interpersonal distress between men and women. Interestingly, in contrast to 
previous findings, they also found that males and females did not differ significantly on specific 
interpersonal problems. These findings suggest that although men and women do not differ in 
their overall interpersonal distress, there is a difference in the sources of their distress. However, 
it appears that in the face of psychiatric distress these gender differences may dissipate. The 
psychiatric profile of Barkham and colleagues’ (1996) outpatient sample was not presented, thus 
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it is unclear whether general psychopathology or a specific diagnostic presentation contributed to 
the neutralization of gender differences.  
Overall IIP Scores of Depressed Men and Women. Aim 4 addresses a dearth in the 
literature investigating gender differences in interpersonal functioning, specifically when 
individuals are psychiatrically impaired. We again defined individuals as depressed based on 
categorical diagnostic criteria (SCID) and the severity of their symptoms (HRSD). Thus we had 
two slightly different depressed groups (HRSD-defined depressed group n = 45; SCID-defined 
depressed group n = 62). Irrespective of how we defined depression, men had significantly 
greater distress than women. 
   It appears that when women are depressed their interpersonal functioning is less 
impaired than that of depressed men. This is likely because women have a greater tendency than 
men, ‘‘to focus on, invest in, and to derive self and psychologically relevant information from 
their interpersonal relationships’’ (Crick & Zahn-Waxler, 2003, p. 733). Many studies, reviews, 
and meta-analyses have found that, relative to men, women invest in and spend time in a smaller 
number of close relationships, communicate greater self-disclosure within their friendships, 
emphasize communion-orientated goals involving co-operation and pro-social behavior, display 
more empathy, and provide and receive greater social provision (e.g. feelings of closeness, 
affection, and acceptance) in their relationships (Buhrmester, 1996; Cross & Madson, 1997; 
Maccoby, 1990; Rose & Rudolph, 2006). Collectively, these behaviors are said to reflect a 
relational orientation. While women are socialized to adopt a relational orientation and are 
therefore more apt at seeking and receiving greater emotional provision from being in 
relationships, men are less socially sanctioned to do so. Gender differences in interpersonal 
functioning likely persist when individuals are depressed. Relative to men, the relational 
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orientation of women may protect against the erosion of interpersonal functioning in the context 
of depression. Also, men may need to be experiencing a higher level of interpersonal distress to 
seek treatment than women. These possible explanations may account for our finding that 
depressed men and women differ in interpersonal distress, which is contrary to findings using 
normative samples.   
Overall IIP Score, Gender, and Personality Disorders. In our initial examination of 
interpersonal distress and depressed men and women, we found that, irrespective of gender, 
interpersonal distress differed based on comorbid Axis I disorders (2 or more SCID disorders) 
and PD severity. Consistent across analyses of the SCID defined and HRSD defined depressed 
groups of men and women we found that irrespective of gender having 2 or more SCID disorders 
contributed to an elevation in IIP. This is consistent with research that has not only linked 
interpersonal distress to a number of Axis I disorders but also demonstrated that interpersonal 
distress is greatest in the context of comorbid Axis I disorders (Barrett & Barberm 2007, Alden 
and Philips, 1990). However, the interaction between gender and Axis I comorbidity was not 
significant.  
The severity of PD factor was significant, indicating that irrespective of gender PD 
contributes to interpersonal distress. There was a significant difference in interpersonal distress 
between individuals diagnosed with one or no PD and those with a greater number of PDs. The 
mean interpersonal distress associated with each PD severity level (0-5+) indicated that 
interpersonal distress became more acute as the number of personality disorders that individuals 
were diagnosed with increased. As previously discussed, this is consistent with the literature on 
the interpersonal functioning of individuals with Axis II pathology. There was also a significant 
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interaction between gender and severity of PD.  In an effort to further understand this 
relationship we conducted a secondary analysis of men and women with and without PD.  
For the ANCOVA analysis of the HRSD-defined depressed group, the interaction term 
was not significant. However, this interaction term was significant for the SCID-defined 
depressed group. As the SCID-defined group was larger in number than the HRSD-defined 
group, we had greater power to detect an interaction. The significance of the interaction term 
suggested that the difference in overall IIP scores between genders was influenced by PD 
severity. Indeed, when we compared men with PD, men without PD, women with PD, and 
women without PD, we found that the depressed men with PD had significantly higher overall 
IIP scores than the depressed men without PD and the depressed women without PD. 
Furthermore, the depressed women with PD had significantly higher overall IIP scores than the 
depressed women without PD and the depressed men without PD. There was no significant 
difference in overall interpersonal distress between depressed men with PD and depressed 
women with PD. There was also no significant difference in overall interpersonal distress 
between depressed men without PD and depressed women without PD. These results were 
consistent across the HRSD- and SCID-defined groups. This pattern suggests that the difference 
in interpersonal distress between men and women is based on the presence of a personality 
disorder. In fact, gender differences are absent when both men and women are solely depressed 
or when both men and women are depressed with a comorbid personality disorder.  
Our original finding that depressed men and women differ in their overall interpersonal 
distress appears to be inaccurate. Secondary analysis revealed a far more nuanced view. Gender 
differences in overall interpersonal distress were neutralized when we considered Axis II 
pathology. Rather than gender accounting for difference in interpersonal distress, it appears that 
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Axis II pathology is responsible for the difference. With this more detailed view, we better 
understand why our original finding that depressed men and women differ in their interpersonal 
distress departs from that of Barkham and colleagues (1996). In their study the psychiatric 
profile of the sample is unknown; the breakdown of Axis I and/or Axis II pathology could have 
impacted their findings. Importantly, we now have further evidence that comorbidity, depression, 
and Axis II pathology are most problematic in terms of interpersonal functioning.  
Specific Interpersonal Problems of Depressed Men and Women. When examining the 
individual IIP subscales, we were curious to see whether depressed men and women differed in 
terms of specific interpersonal problems. For both the SCID-defined and HRSD-defined 
depressed groups, men and women had significantly different scores on the subscales, hard to be 
supportive and hard to be involved. In both cases men’s scores were higher. This is consistent 
with findings from studies based on the general population, which have found that, compared to 
women, men have more interpersonal distress related to being domineering, vindictive, and cold 
(Lippa, 1995) as well as greater difficulty on the hard to be sociable, hard to be supportive, and 
hard to be involved subscales (Barkham et al., 1996). Furthermore, several researchers suggest a 
“gender axis,”—a dimension of maximum difference between men and women on interpersonal 
problems related to hostile-dominant (higher in males) and friendly-submissive (higher in 
females) behaviors (Lippa, 1995; Henning & Walker, 2008; Gurtman & Lee, 2009). It seems that 
the gender differences identified for the general population persist when men and women are 
depressed. Furthermore, these differences are not mitigated by psychiatric impairment, as is 
suggested by Barkham and colleagues’ (1996) findings.   
Interestingly, men and women in the SCID-defined group differed on the subscale, too 
aggressive; women had higher scores. This was surprising because aggressiveness, including 
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physical aggressiveness, has been clearly related to gender (Eagly & Steffan, 1986; Hyde, 1986; 
Kenrick & Toast, 1993). Due to evolutionary pressures men may possess different aggressive 
predispositions than women; from a social learning perspective, in our culture as in many others 
individuals learn to be male, or “masculine,” at least in part by learning to be aggressive. As boys 
and men seem to suffer from excessive aggressiveness more so than girls and women (Lippa, 
1995), our finding appeared inconsistent with the literature. However, it seems that, in the 
context of depression, aggression or irritability may be exacerbated in women. Wiebe and 
McCabe (2002) found that extreme, perfectionistic relationship expectations and standards for 
others partially explained the relationship between dysphoria and hostile interpersonal behaviors 
in a sample of college women.  
Specific Interpersonal Problems of Depressed Men and Women and Axis II 
Pathology. When examining the subscales we also considered the impact of a comorbid PD on 
the specific interpersonal problems of depressed men and women. In our initial investigation of 
gender, depression, and interpersonal problems, we found that depressed men had greater 
interpersonal distress on the hard to be involved and hard to be supportive subscales. However, 
when dividing the group of depressed men into those with and without Axis II pathology, we 
found that depressed men with PD differed from depressed women with and without PD (SCID 
defined group) on the hard to be involved subscale. In addition, the depressed men with PD 
differed from the depressed women without PD on the hard to be supportive subscale. There was 
also a gender difference on two other subscales related to social avoidance. Specifically, on the 
hard to be sociable subscale, depressed men with PD had significantly more difficulty than 
depressed men and women without PD (SCID defined group). Similarly, on the hard to be 
assertive subscale, depressed men with PD differed significantly from depressed men and 
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women without PD (SCID defined group). Interestingly, on the hard to be sociable and hard to 
be assertive subscales there was a difference between the male groups. Specifically, depressed 
men with a PD had significantly greater distress than depressed men without a PD. Once again, 
we see the significantly greater impairment associated with comorbidity.  
A consistent finding when examining the group of depressed men was that men with PD 
had significantly greater interpersonal distress on all subscales related to social interaction and 
connection. These results are consistent with the composition of our sample. Schizoid and 
avoidant personality disorders are the most commonly occurring disorders in the sample and 
perhaps more prevalent for males. Unfortunately, our small samples size prevented us from 
confirming this.  
It appears that the significant difference between depressed men and women on the too 
aggressive subscale may be accounted for by Axis II pathology. When comorbidity was 
considered, depressed women with PD had significantly greater interpersonal distress related to 
being too aggressive than depressed men with PD. This finding could be related to the previously 
discussed link between personality pathology and interpersonal hostility. It may be the case that 
interpersonal hostility is particularly characteristic of women with PD.  Unfortunately, once 
again, our small sample size precluded an investigation of the nature of the personality 
disorder(s) that might account for this finding.  
Depressed females without PD differed significantly from both depressed males and 
depressed females with PD on the too dependent subscale, as females had considerably less 
distress. Neediness, a maladaptive form of interpersonal dependency, has been implicated in both 
mood and personality disorders (Cogswell and Alloy, 2006) and was previously discussed. The 
current finding suggests that dependency may be most exacerbated in the context of comorbid 
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depression and Axis II pathology. Furthermore, it appears that gender differences related to this 
interpersonal behavior dissipate in the context of comorbidity. 
The difference between depressed men and women in terms of specific interpersonal 
difficulties becomes far more nuanced when Axis II pathology is considered. As with previously 
presented findings, interpersonal distress is most acute in the context of comorbidity. However, it 
is important to note that interpersonal behaviors related to social interaction and connection are 
characteristic of men with a PD and interpersonal difficulty related to being too aggressive 
appears to be more characteristic of women with a PD.  
 
Over-Reporters and Under-Reporters of Depression 
When examining depression and interpersonal distress, we defined depression according 
to both categorical and severity measures. With regard to the latter, we used both self-report and 
clinician assessments of depression. There has been longstanding debate and investigation of 
concordance between clinician and self-report measures; studies have sought to identify clinical 
factors and patient characteristics associated with under- and over-estimation of depression 
severity. To date, no studies have considered the role of interpersonal functioning in 
discrepancies between patient and clinician ratings. In keeping with our investigation of 
depression and interpersonal distress, this study also considered whether interpersonal distress 
plays a role in the mismatch between self-report and clinician assessments of depression. We 
focused on interpersonal distress and several other factors that may help identify patients with 
discrepancies between clinician and self-ratings of depressive symptomatology.  
Almost 60% of the sample either overestimated (28.75%) or underestimated (28.13%) the 
severity of their depression. This high lack of agreement is not uncommon in terms of the 
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literature; cross-sectional studies of depressed patients have evidenced Pearson correlation 
coefficients between clinician and patient total scores ranging from 0.20 and 0.80 (Corruble, et 
al, 1999). The literature also suggests that higher correlations of ratings occur after improvement 
of psychopathology rather than during the acute phase of symptoms. For example, Prusoff, 
Klerman, and Paykel (1972) found that in the acute phase of symptoms, concordance between 
the HDRS and two checklists of symptoms was relatively low, both on total scores and on 
clusters of items, and improved at recovery 10 months later. It should be noted that for this 
sample concordance between clinician and patient ratings was assessed at baseline in the context 
of presentation for treatment. Thus, based on the literature we would expect a high degree of 
misalignment at this point.  
Results indicate that the under-reporter group is the healthiest, having significantly less 
depression, anxiety, personality pathology, and interpersonal distress than the over-reporters and 
equal reporters. The over-reporters only depart significantly from the equal reporters in terms of 
interpersonal distress. Although the two groups did not differ significantly in terms of severity of 
PD, the median number of PDs for the over-reporter group was two while the median for the 
equal reporters was one. The difference in interpersonal distress between the two groups may be 
related to PD severity.  
Relative to the other two groups (equal reporters and under-reporters) the over-reporter 
group had the most severe PD and significantly greater interpersonal distress.  Consistent with 
this, in the reduced model of our odds ratio analysis, we found that patients with a Cluster B PD 
had 3.6 times the odds of being in the over-reporter category than people without a Cluster B PD. 
Although this factor became non-significant in the final model, interpersonal distress, which may 
be capturing an aspect of personality pathology, remained significant. Individuals with moderate 
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interpersonal difficulty had 6.6 times the odds of being in the over-reporter group than 
individuals with little difficulty.  
These findings are consistent with the literature that agreement between self-report and 
clinician assessments is lower in depressed patients with personality disorders (Paykel, 1973). 
Mattila-Evenden and colleagues (1996) found weak correlations between self-report and 
clinician assessments of depression in the acute phase, for patients with dramatic, emotional and 
erratic (Cluster B) personality traits. Results from a study by Paykel and colleagues (1973) 
indicate that scoring high in neuroticism on the Maudsley Personality Inventory, and on the oral, 
dependent, and hysterical dimensions of the Lazare Klerman Scales, was associated with patients 
who overestimated their depression.  
In the original ANCOVA, the anxiety factor was significant as well as in the final odds 
ratio model. Specifically, individuals with some anxiety (as defined by the HARS) had 12.5 
times the odds of being in the over-reporter group than those with minimal anxiety. Furthermore, 
individuals with significant anxiety had 8.1 times the odds of being in the over-reporter group 
than the minimal anxiety group. This finding reflects those of Corruble and colleagues (1999) 
who demonstrated that depressed patients with high anxiety and phobic anxiety tend to 
overestimate symptomatology.   
Results from Aim 5 contribute to the literature on the characteristics of patients at risk for 
discrepancy between self-report and clinician assessments of depression. Not only are our results 
consistent with the literature, but they also suggest a new factor worthy of consideration. 
Specifically, interpersonal distress appears to play a role in individuals who overestimate the 
severity of their depression. Perhaps this is because interpersonal distress is a proxy for Axis II 
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pathology, which has been established in the literature as a contributor to the mismatch between 
clinician and patient assessments.   
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Chapter Seven: Further Considerations 
Theoretical and Clinical Implications 
The initial goal of this study was to assess whether depression was associated with 
greater interpersonal distress generally and specifically. What became apparent was that the 
originally observed differences between depressed and non-depressed groups all but dissipated 
when Axis II pathology was accounted for in our secondary analyses. Study results consistently 
indicate that having both Axis I and Axis II pathology results in the highest level of overall 
interpersonal distress and greater difficulty with specific interpersonal problems (i.e., hard to be 
sociable, hard to be assertive, too dependent, too aggressive and too caring).  
Interpersonal distress appears greatest when psychiatric impairment is more acute. We 
theorize that the greater interpersonal distress associated with comorbidity may be due to 
psychiatric severity or, alternatively, this observation may be explained by a causal model. Our 
first theory is that individuals with more severe psychopathology are more impaired in a range of 
ways, including interpersonally. Our second theory involves a causal model. Although we do not 
know the relative contribution of depression and Axis II pathology to interpersonal distress, a 
causal model could explain study results. Specifically, interpersonal distress that is associated 
with Axis II pathology could cause individuals to become depressed or Axis II maladaptive 
interpersonal behavior may become further exacerbated and rigid in the face of depression. A 
third possibility is that impaired interpersonal functioning may fuel both depression and 
personality pathology. Vittengl, Clark and Jarrett (2009) found that deterioration in psychosocial 
functioning foreshadowed subsequent increases in depressive symptoms and relapse/recurrence 
post-treatment. In terms of Axis II pathology, there is evidence of a single latent construct of 
interpersonal dysfunction that represents general personality pathology (Pilkonis et al., 1996; 
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Yookyung, Pilkonis & Barkham, 1997; Stern et al., 2000).  
 Understanding the interplay between depression, Axis II pathology, and interpersonal 
distress could inform treatment planning. If interpersonal problems primarily stem from 
depression, implementing a treatment that focuses on depression may reduce Axis II  pathology. 
Conversely, if interpersonal difficulty stems from Axis II pathology, treating PD may improve 
interpersonal functioning and in turn depression. Finally, if we target interpersonal problems, this 
may result in an improvement in depression and/or Axis II characteristics. From a psychiatric 
severity standpoint, an argument could also be made that interpersonal distress will improve once 
the psychiatric severity of comorbidity is addressed.  
Unfortunately, neither this study nor the extant literature offers a definitive conclusion on 
the interplay between depression, Axis II pathology, and interpersonal distress. However, study 
results suggest that clinicians should be aware of this complex relationship when evaluating and 
treating comorbid patients. In practical terms, when clinicians are treating interpersonal distress, 
efforts should be made to understand whether such difficulty is primarily due to depression, PD, 
or psychiatric severity. However, irrespective of whether this can be determined, clinicians 
should recognize that treating comorbid patients is particularly challenging. Not only have 
depressed patients with personality disorders been shown to have a poorer or slower response to 
treatment and a less favorable prognosis for long-term care, they also appear to have greater 
impairment of interpersonal functioning. Patients presenting with comorbidity are likely to 
require a combination of complex psychotherapeutic interventions and pharmacological 
treatment (Gorwood et al., 2010; Shea, Widiger, & Klein, 1992). There are a number of 
treatment options available that target a combination of depression, personality disorders, and 
interpersonal problems.  
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The literature suggests that medication that targets depression causes a decline in the state 
effect of depression and results in personality change. However, there is also evidence to suggest 
that SSRI treatment can affect personality factors directly and in a manner that does not depend 
on antidepressant effects. Irrespective of whether medication results in an improvement of 
depression and/or PD, a resulting improvement in interpersonal functioning can be anticipated.  
The two principal empirically based psychotherapeutic interventions for mood disorders 
are cognitive behavioral therapy (CBT) and interpersonal psychotherapy (IPT). Both 
psychotherapies are diagnosis-targeted, time-limited, present-focused treatments that encourage 
the patient to regain control of mood and functioning, including interpersonal functioning. 
Cognitive Behavioral Therapy (CBT) has been shown to reduce depressive symptom severity to 
a degree similar to that produced by SSRIs. Furthermore, CBT may change personality and 
interpersonal functioning through cognitive and behavioral pathways. For example, CBT 
therapists routinely encourage socially withdrawn patients to seek out social interactions and to 
test whether these interaction are as unpleasant as they anticipate. In the case of IPT, this 
treatment targets depression by focusing specifically on interpersonal functioning. A rationale 
underlying IPT is that once patients become depressed, symptoms of the illness compromise 
their interpersonal functioning. IPT addresses depression by targeting improvement in 
interpersonal functioning in 4 areas: complicated bereavement, role disputes, role transitions, and 
interpersonal deficits. This study found that individuals with comorbid diagnoses also had 
significantly greater difficulty with a number of specific interpersonal problems (i.e., hard to be 
sociable, hard to be assertive, too dependent, too aggressive, and too caring). CBT and IPT are 
well suited to addressing such problems directly in addition to treating the depressive and 
personality characteristics underlying them.  
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Another long-term treatment that targets the combination of depression, personality 
disorders, and interpersonal distress is dynamic psychotherapy. Problems relating to other people 
are one of the primary reasons that people seek psychotherapy (Horowitz, Straub & Kordy, 
2000). Since psychotherapy is itself an interpersonal process, one might assume that the nature 
and extent of a patient’s interpersonal problems are related to the relationship between the patient 
and therapist. This relationship, called the  “working alliance,” has been one of the most 
frequently discussed determinants of therapy outcome. Clinicians should be aware that 
interpersonal problems might impact the therapeutic relationship. For example, studies have 
found that patients who report greater hostility exhibit a negative helping alliance at the 
beginning of treatment (Kiesler & Watkins, 1989; Muran, Segal, Samstag & Crawford,1994; 
Gibbons, et al., 2003; Puscher, Bauer, Horowitz & Kordy, 2005). Patients whose problems 
reflect greater friendliness form a more auspicious initial relationship with the therapist. 
Clinicians should be especially alert to comorbid patients who present with higher degrees of 
interpersonal difficulty. These difficulties may result in them being particularly challenging to 
engage in treatment and/or obstruct the working alliance.  
The complex relationship between depression, personality disorders, and interpersonal 
distress demands further investigation. Although this interplay is not fully understood, clinicians 
should be mindful that interpersonal distress is an elevated factor for comorbid patients. Using a 
thorough initial evaluation and case conceptualization, clinicians should strive to identify 
whether the primary focus of treatment should be depression, personality pathology, or 
interpersonal distress. They should also anticipate a treatment plan involving more than one 
therapeutic approach.  
 
  156 
Limitations 
Firstly, self-report measures are inherently biased due to the subjectivity of reporting. It 
has been suggested that the way individuals see themselves may be different from the way they 
actually are (Hoyle, Harris, & Judd, 2002). Kagan (1994), for example, showed that when adults 
filled out a self-report, 40% stated that they are shy, but less than half of that percentage was shy 
when assessed with a more comprehensive battery of behavioral assessments. Individuals may be 
especially prone to misjudge their behavior in relation to others. This limitation of biased self-
reflections is shared by the IIP and the SNAP, as both are self-report measures capturing 
characteristic ways of relating to others. Furthermore, there may be a high degree of overlap 
between interpersonal distress and personality pathology and their associated measures; as 
research suggests that interpersonal problems define personality pathology and personality 
disorders. 
 A second limitation of the study is the concurrent assessment of depression and Axis II 
pathology, as the assessment of personality disorders is impacted by mood (Mulder, 2002). State-
related cognitive distortions or perceptual biases may render it difficult, if not impossible, to 
distinguish enduring personality characteristics from more transient phenomena, thus generating 
concern regarding the validity of personality symptoms in the context of depressed mood 
(Zimmerman, 1995). Furthermore, an acute psychiatric state can inflate estimates of personality 
disorders (Zimmerman, Rothschild, & Chelminski, 2005). However, because the presence of 
comorbid personality pathology can complicate the course and treatment of Axis I pathology, 
clinicians and researchers need to evaluate prominent personality traits and problems in any 
patient presenting with an acute episode of an Axis I disorder. This was the case for the current 
study as individuals were assessed in the context of presenting for treatment.  
  157 
A third limitation relates to our creation of variables and groups. The PD severity 
variable, which was based on the SNAP measure, involved categorizing individuals based on 
whether they fell in a clinically significant range on one of 10 subscales each representing a 
different personality disorder. The number of subscales on which individuals had a clinically 
significant score was added and represented the severity level of Axis II pathology. However, the 
use of a dimensional (as opposed to criterion) approach to compute scores meant that certain 
items were used towards scores on more than one subscale (e.g. item 74 is counted towards 
scores on both the avoidant PD and schizoid PD subscales). Consequently, categorizing 
individuals as having a certain level of severity may have been an exaggeration of the severity of 
their Axis II pathology. For example, when we categorized individuals as depressed based on the 
HRSD, the score ranges were slightly different from convention. The SCID-defined remission 
group included individuals in partial and full remission, which possibly contributed to non-
significant differences between the depressed and non-depressed groups.  
For our secondary analyses, we subdivided the sample based on depression, Axis II 
pathology, overlap between the two, and absence of any diagnosis; however other 
categorizations were possible. For example, we could have focused on subdividing the sample 
based on depression and other Axis I pathology, particularly in the case of anxiety because 30% 
of the sample had a current anxiety disorder.  
Our decision to focus on PD relates to the significance of this factor in all ANCOVAs. 
However, when focusing on Axis II pathology we were unable to investigate the level of 
personality clusters or specific personality disorders due to the relatively small sample size. Our 
broader focus on personality pathology is defensible as there was great overlap among 
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personality disorders and prior studies suggest that mixed personality disorders are most 
common (Mulder, Joyce, & Cloninger, 1994).   
 A fourth limitation of the study is the nature of the sample and data. The sample was a 
group of treatment seekers that presented with a diverse range of Axis I disorders, Axis II 
pathology, and comorbidity. We attempted to address this by controlling for a range of factors in 
our initial analyses and, in our secondary analyses, through categorizing and comparing groups 
of individuals based on their diagnostic status. However, despite these efforts, the issue of 
overlap between our independent and dependent variables (i.e. depression, anxiety, Axis II 
pathology, and IIP) and the measures used to assess them may have influenced our observed 
results.  
As data was cross-sectional it did not lend itself to analyses that would capture the 
relative contribution of depression and Axis II pathology to interpersonal distress. Furthermore, 
several of the IIP subscales were not normally distributed. As a result, all subscales were treated 
as non-normal and analyzed using a non-parametric method for the purposes of consistency. This 
precluded our ability to control for many of the factors that were controlled for when assessing 
group differences on the overall IIP score. It is likely that our results and understanding of group 
differences in terms of specific interpersonal problems would shift in the context of more 
stringent analyses.  
The issue of not controlling for relevant factors extends to our lack of accounting for 
race, culture, and socio-economic status in our sample. Barrett and Barber (2007) found that 
African Americans were more likely to report interpersonal problems related to being cold and 
socially avoidant than Caucasians. Unfortunately, we did not have this type of information on 
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our study participants and consequently do not know to what extent these factors may have 
contributed to interpersonal distress.  
A fifth limitation of the study is related to our investigation of the mismatch between 
patient- and clinician-assessed depression ratings. We cannot say in absolute terms whether any 
rater or patient overestimated or underestimated symptoms. Nor can we say whether a 
psychiatrist or patient is the more accurate rater. We could only determine relative differences 
between these ratings.  
    
Future Directions 
While recognizing the limitations of the current study, we believe the results contribute 
meaningfully to the literature on depression and interpersonal functioning by investigating 
unexplored or underexplored questions. While researchers have examined overall and specific 
interpersonal distress in the context of both depression and Axis II pathology, there is a 
significant dearth in the literature concerning interpersonal functioning in the context of 
comorbidity between the two. Furthermore, while the interpersonal functioning of men and 
women has been previously compared, the current study is the first to consider gender 
differences in interpersonal functioning when individuals were suffering from depression and/or 
Axis II pathology. The study also appears to be the fist to consider whether interpersonal 
difficulty, as assessed by the IIP, explains discrepancy between clinician and patient depression 
ratings.  
Although we demonstrated that interpersonal distress was characteristic of depression, we 
also found it to be prevalent in individuals with Axis II pathology. More importantly, the current 
study found that interpersonal distress was most exacerbated in the context of comorbidity. It 
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appears that rather than depression having an association with a unique pattern of interpersonal 
distress, which was the original question underlying the current study, depression may be 
characteristic of psychopathology in general and may be especially characteristic of severe 
psychopathology associated with comorbidity. With regard to gender, our findings suggest that 
differences in interpersonal distress between depressed men and women are due not to gender 
but rather the presence of Axis II pathology. Finally, results from the current study represent a 
novel contribution to research investigating the mismatch between clinician- and self-ratings of 
depression, which have neglected to consider the role of interpersonal functioning in this 
discrepancy. These results suggest that findings from existing studies examining the relationship 
between interpersonal distress and depression that have neglected to consider comorbid Axis II 
pathology be regarded with skepticism. Additional studies that consider the interplay between 
depression, Axis II pathology, gender, and interpersonal distress are clearly warranted. Findings 
and limitations from the current study indicate points of departure for further investigation.  
A longitudinal study would help demonstrate the relative contribution of depression and 
Axis II pathology to interpersonal distress. Related to this is the lack of clarity in the literature 
regarding improvement in interpersonal distress in the face of treating individuals diagnosed with 
depression, Axis II pathology, or both. For example, interpersonal therapy that directly targets 
interpersonal difficulties and maladaptive interpersonal behaviors (e.g. Weissman, Markowitz, & 
Klerman, 2000) has proven to be an efficacious treatment for depression and results from this 
study beg the question, is this equally true of depressed individuals with a comorbid personality 
disorder? Further investigation of the IIP subscales that specifically control for relevant factors 
would help clarify results from the current study in the face of more stringent analyses. While we 
demonstrated a relationship between interpersonal distress, depression, and general Axis II 
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pathology, our results suggest that we may gain a more nuanced understanding of this interaction 
by considering specific personality clusters or disorders. Our findings related to gender—
specifically on the IIP subscales—further indicate that considering such a breakdown of Axis II 
pathology would be valuable. Furthermore, gender results from the analysis of depressed men 
and women need to be replicated as they are novel in terms of the literature. Future studies 
should also consider race, culture, and socio-economic status as these factors have been largely 
neglected in the literature when exploring the relationship between depression and interpersonal 
distress. We did not find support for a pattern of interpersonal distress that exclusively defines 
depression as several subscales that were related to depression were also connected to Axis II 
pathology and comorbidity. The diverse range of interpersonal problems associated with 
depression suggests that they may characterize subtypes of depression, such as 
sociotropic/anaclitic and autonomous/introjective. Future investigation may benefit from the use 
of the Sociotropy-Autonomy Scale to account for this distinction in depressed individuals (Beck, 
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Appendix A 
 
Matrix of Measures Used 
Measures Clinician Admin. Self Report Continuous Categorical 
Inventory of Interpersonal 
Problems (IIP-32)  ✓ ✓  
Structured Clinical Interview 
for DSM-IV-TR Axis I 
Disorders (SCID-I). 
✓   ✓ 
Hamilton Rating Scale for 
Depression (HRSD) ✓  ✓  
Quick Inventory of Depressive 
Symptomology (QIDS-SR)  ✓ ✓  
Hamilton Anxiety Rating Scale 
(HARS) ✓  ✓  
Beck Anxiety Inventory (BAI)  ✓ ✓  
Schedule for Non-Adaptive and 
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